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PRIMARY CARCINOMA OF THE LUNG: EARLY DIAGNOSIS 
AND TREATMENT BY PNEUMONECTOMY* 


BY RICHARD H. OVERHOLT, M.D.t 


HE surgical treatment of malignant disease 

has been based upon the complete extirpa- 
tion of cancer-bearing tissue or of a cancerous 
organ before the event of metastasis. The suc- 
cess of such treatment has been dependent upon 
early diagnosis and upon accessibility of the or- 
gan for safe resection. The presence of a malig- 
nant process in a vital organ has naturally been 
considered hopeless so far as surgical treatment 
is concerned. It has now been demonstrated, 
however, that one lobe of a lung or the entire 
lung on one side can be successfully removed. 
It has also been shown that the procedure does 
not limit the patient’s ability to enjoy the ordi- 
nary activities of life. ; 

This paper relates experiences in the surgi- 
eal treatment of carcinoma of the lung, com- 
pares the status of the patients operated on with 
that of untreated patients, and discusses diag- 
nostic methods which should help to bring the 
patient under treatment at a time when the 
growth is confined within the lung. 

Heretofore, many of the published data on 
carcinoma of the lung have come from analysis 
of autopsy material. The concept derived from 
such sources has naturally foeused attention on 
the late stages of the disease. The recent ad- 
vances in the surgical treatment of primary car- 
cinoma of the lung therefore demand that the 
general medical profession be more concerned 
with early symptoms and differential diagnosis. 
Patients should receive the benefit of treatment 
while the lesion is still local in its extent. For- 
tunately, several facts regarding primary lung 
carcinoma are now known which will make early 
diagnosis possible in a fair proportion of cases. 
1. A warning symptom, a persistent cough, ap- 
pears early. 2. <A large majority of the growths 
originate in a stem bronchus and therefore can 
be actually visualized (with the aid of the bron- 
choscope). 3. The stem bronchus lesion is lim- 
ited by cartilaginous rings and apparently 
grows slowly over a period of months until the 
infiltrating process breaks through these bounds. 
Awareness of the possibility of the presence of 
such a lesion, and the application of methods 
now available for early detection, should great- 
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ly inerease the percentage of operable cases. A 
new ray of hope for a group of cases previously 
considered always to have a fatal outcome has 
appeared on the medical horizon. 

That surgery promises some help for patients 
doomed on account of primary malignancy of 
the lung is more welcome since it is generally 
admitted that irradiation in any form fails to 
cure and frequently does not even influence, for 
the better, the progress of the disease. So far 
as I know, there has not been reported a five- 
year cure of a proved primary carcinoma of the 
lung by deep roentgen ray therapy, or by direct 
bronchoscopic radium implantation. Tuttle and 
Womack! in a report of eighteen cases said, 
‘“The use of radiation in the form of either 
local application of radon seeds, or as x-ray ther- 
apy has been unsatisfactory.’’ Edwards’, in 
summarizing his experiences with the direct im- 
plantation of radon said, ‘‘ Nevertheless, it ean- 
not be denied that the majority of thirty-two 
patients submitted to this treatment have died 
of their growths.’’ At the time of Edwards’ re- 
port, one patient was living with an apparent 
disappearance of the growth three years after 
treatment and one patient four years after tho- 
racotomy and direct radon implantation. 

From our knowledge at the present time of 
the action of radiation on primary tumors of 
the lung, it would seem unlikely that much re- 
lianee can be placed upon this form of treat- 
ment. In the first place, the most common type 
of primary malignant disease in the lung is the 
epidermoid form, which is notably racdio-resist- 
ant. Secondly, the associated breakdown of pul- 
monary tissue with suppuration in the region of 
the growth leaves the patient with a serious 
condition in the chest whether the malignant 
lesion is actively growing or not. Radiation 
may aggravate this destructive inflammatory 
process thereby leaving the patient in a more 
uncomfortable state than ever. 

Bronchoseopie removal of a very small bron- 
chial neoplasm must always be considered as a 
possible form of treatment. Kernan*® has re- 
ported at least temporary improvement in a 
limited number of cases followed two and three 
vears. Jackson and Konzelmann‘, however, in a 


series of twenty-nine cases, found no lesions 
small enough to treat in this way. All of the 


eases in their group who had been followed had 
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died of the disease, except the three most re- 
cent ones. 


SUCCESS IN THE RADICAL OPERATION 


Efforts on the part of thoracic surgeons to 
cure primary malignant disease of the lung have 
been stimulated by successful experiences with 
lobectomy for bronchiectasis. There have been 
a limited number of attempts in the past few 
years to treat pulmonary malignant disease by 
resecting a single lobe. Operative successes have 
been reported by Sauerbruch®, Churchill’, Ed- 
wards? and Eggers’. <A recent account has been 
given by Allen® of the survival of a patient four 
years after lobectomy for carcinoma of the right 
lower pulmonary lobe. In Allen’s eases, how- 
ever, bronchoscopy two and one-half years after 
operation revealed a malignant growth in the 
stump of the right lower bronchus indicating 
that the resection had not been high enough 
in the hilum. In 1932 the author® had a sim- 
ilar experience with lobectomy for carcinoma 
of the right lower lobe. Not all of the growth 
was removed and the patient died of the dis- 
ease ten months later. In the large majority of 
eases when the lesion has originated in one 
of the major bronchi, it is impossible to resect 
the corresponding lobe and be sure of remov- 
ing all of the growth. Thoracic surgeons now 
feel that in most cases of malignant disease the 
entire lung should be removed and the bron- 
chus divided as high as possible. 

Within the past four years, it has been demon- 
strated that the resection of one entire lung 
(pneumonectomy) can be done with survival 
of the patient and without subsequent disabil- 


TABLE 1 


Total number patients studied 23 

Metastasis found upon clinical 
examination 

Thoracic exploration metastasis 
found 

No evident metastasis, rejected 
for operation on account of 


general condition 2 
Rt. lower lobectomy 1 Lived 10 months 
*Lt. lower lobectomy 1 Dead 
Rt. pneumonectomy 2 Living 71 
Lt. pneumonectomy 4 " 2 
Lt. pneumonectomy for 

pulmonary suppuration 2 = 2 
Total pneumonectomies 2 2 


*Clinie case referred to Dr. E. D. Churchill for op. 
tAs of July 1, 1935. 


ity. The successful removal of the left lung for 
bronchiectasis performed in stages has been re- 
ported by Nissen”, Haight™, and Windsberg’. 
Graham and Singer" in 1933 removed the left 
lung for carcinoma. In the same year Rien- 
hoff* reported two successful left pneumonec- 
tomies. Also in 1933 the author’® removed 
the entire right lung for carcinoma and in 


os following year had four additional suc- 
essful resections of the lung, two for cancer 
and two for pulmonary suppuration. See table 
1. Other successes with this operation for car- 
cinoma of the lung (Archibald, Churchill, 
Haight, and Flick) have been noted in a recent 
article by Alexander"’. 

The postoperative period of observation is too 
limited in all of the reported successful cases 
to draw final conclusions. Two carcinoma cases 
operated on by the author have lived twenty 
and fourteen months respectively, have remained 
free of symptoms and show no evidence of re- 
currence. See figure 1. Their present status 


FIGURE 1. 


Photograph of two patients who are now living 
and well 20 months and 14 months respectively following 
pneumonectomy for primary esataua of the lung. The patient 
on the left had the right lung removed on November 2, 1933 
and later had an eight rib thoracoplasty to obliterate the space. 
The patient on the right had the left lung removed on May 2, 
1934. A thoracoplasty was not required. Both patients do 
their own housework and both show no evidence of metastasis. 
is, therefore, far better than that of the other 
nineteen cases seen during the past three years 
who either were not treated surgically or were 
found upon exploration to have metastatic 
growths. Of these nineteen patients, fifteen are 
dead, a follow-up report has not been obtained 
from one, and three patients are still living, all 
of whom have been studied within the past five 
months. Of those that died, the average sur- 
vival was sixteen months after the onset of symp- 
toms and 3.5 months after the diagnosis was 
established. Two of the surgically treated cases, 
therefore, have exceeded their estimated ex- 
pectanecy by thirteen and seven months respec- 
tively. The third successful pneumonectomy 
for carcinoma has been done recently (April, 
1935). The study of the cases in our series 
would suggest that surgical treatment gives the 
greatest prospect of cure. 

The success of our attempts to salvage such 
patients will depend upon two factors: first, 
early diagnosis and early operation before the 
lesion has spread beyond the lung; and seecond- 
ly, careful management before, during, and 
after operation to minimize operative morbidity 
and mortality. 
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PATHOLOGY 


In order to correlate symptoms, establish a 
diagnosis and determine operability in any 
given case of malignant disease, it is well to 
consider first the histology and site of origin of 
the lesion. Although there has been some 
confusion about the classification of primary 
lung tumors, it is now generally conceded that 
the great majority of primary lung tumors 
arise from cells in the bronchial epithelium or 
from the bronchial mucous glands. Origin in 
the cells of the pulmonary alveoli possibly never 
occurs or is so rare that it can well be dismissed. 
Various classifications of primary lung carci- 
noma have been given, based on histology, gross 
appearance, and location. From the histologic 
standpoint, the epidermoid form is most fre- 
quently encountered. In twenty of our cases, 
the following pathological diagnoses were made 
by Dr. Shields Warren: 
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Epidermoid Carcinoma 11 9 2 
Carcinoma Simplex 4 2 2 
Adenocarcinoma 2 1 1 
arcinom unclassified 3 1 2 


This proportion of histological types corre- 
sponds closely to that reported in other groups 
of eases. The location of the lesion in the lung, 
however, apparently influences the clinical pic- 
ture more than does the histological structure 
of the growth. A tumor near the hilum and 
growing within the lumen of a major bronchus 
produces an entirely different gross appearance 
and gives an entirely different x-ray shadow 
than does a lesion growing in the periphery of 
the lung. 

Most writers, therefore, have created two 
major groups, one for growths arising in the 
major bronchi and near the hilum (bronchial 
form) and another arising in the periphery of 
the lung (pneumonie form). It is impossible 
to fit the various histological groups into the two 
major forms of lung cancer which are based on 
location. It is the opinion of Gesehickter and 
Denison", however, that the hilar lesions are usu- 
ally carcinomata of the epidermoid form where- 
as the peripheral lesions are usually adenocar- 
cinomata. In our series, nineteen were of the 
hilar type and four were peripheral. There 
were two adenocarcinomas in all, one being lo- 
eated peripherally and the other centrally. 

We have been unable to formulate any rule 


that would correlate’ the frequeney of metas- 
tasis with the various histological forms. In 
one patient, a large peripheral adenocarcinoma 
had directly infiltrated the chest wall but 
showed no mediastinal or lymphatic involve- 
ment. Most of the epidermoid tumors at the 
time of investigation showed extension into the 
mediastinum. However, in two eases the bron- 
choscopie biopsy revealed a rather highly ma- 


TABLE 2 
Both Bron- Pneu- 
Types chial monic 
Type Type 
Total No. Cases 23 19 4 
if Cough 22 19 3 
& Weakness 19 16 3 
£ Hemoptysis 13 11 2 
S Pain in chest 7 5 2 
> Dyspnea 6 5 1 
* Wheezing 2 2 0 
Physical signs in chest 14 11 3 
Fever 13 10 3 
Leucocytosis 14 11 3 
( Discrete Shadow 9 7 2 
2 > Diffuse = 10 8 2 
t X-Ray “ 
n of tumor 4 4 0 
| Atelectasis 15 15 0 
Bronchoscopic Exam. 19 16 3 
Bronchoscopic biopsy 
positive 15 15 0 


lignant lesion, carcinoma simplex, grade III, 
yet no metastatic extensions were found at op- 
eration, and pneumonectomy was successfully 
performed. In one ease, the lesion was known 
to have been present at least two years. There 
were two additional cases in the series in which 
the lesion was a carcinoma simplex at the time 
of investigation; these remaining two showed 
metastatic growths. There were three definitely 
malignant lesions of epidermal origin which Dr. 
Warren was unable to classify. Only one of 
these showed metastasis. Pneumonectomy was 
done in the other two cases, and one of these 
was successful. 

At the present time, it is impossible to pre- 
dict which histological group will ultimately 
lend itself best to surgical treatment. Until 
more is known concerning the growth and spread 
of these tumors, all should be considered oper- 
able unless a mediastinal extension or a definite 
metastatic lesion can be demonstrated. 


LOCATION OF THE GROWTH 


The location of the growth and its relation 
to the stem bronchus has more to do with the 
clinical picture which the tumor produces than 
does its histologic structure. As was stated 
above, most writers have designated two dis- 
tinct clinical groups of primary lung cancer, 
based upon the location of the growth. All 
agree that the majority of the tumors arise in 
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one of the major bronchi near the hilum. Rabin 
and Neuhof?® in their series of cases found that 
seventy-five per cent took origin in a main or 
branch bronchus. Tuttle and Womack’ found 
fifty-two per cent of the lesions of the bronchial 
or hilar type. In those cases reported by Ge- 
schickter and Denison" sixty-five per cent were 
hilar in position. In a series of twenty-three 
cases studied in The Lahey Clinic all but four 
had their origin in a stem bronchus. 


That the large majority of the primary ma- 
lignant lesions of the lung are in this location 
is extremely important from the standpoint of 
detection, biopsy diagnosis and surgical treat- 
ment. 


BRONCHIAL FORM 


A concept of the early clinical picture and 
the progressive development of symptoms in 
primary carcinoma of the lung can best be 
presented by considering the two forms sep- 
arately. All of the important early symptoms 
of a stem bronchus cancer are due to mechan- 
ical disturbances produced by virtue of the po- 
sition of the growth in the lumen of one of the 
major bronchi. In figure 2 are shown two dif- 


BRONCHIAL FORM 


LATER LESIO 
BRONCHUS 


N 
BRONCHUS OPEN OCCLUDED 


O/APHRAGM 
ELEVATED 


Cough 
Cough Expectoration 
may or may not have Evidences of Sepsis 
hemoptysis ams or may not have 
e emoptysis 
g Pain pry est 
Dyspnea 


FIGURE 2. Diagram illustrating bronchial form of primary 
carcinoma of the lung. Seventy to eighty per cent of primary 
lung cancers originate in the stem bronchus. The lesion rarely 
‘casts a shadow in the x-ray. Its presence is not suspected until 
the lumen of a bronchus is occluded. n the shadow of 
atelectasis appears. The bronchial type of lesion can be seen 
early by the use of the bronchoscope. 


ferent stages in the growth of a tumor in a 
stem bronchus. The first drawing shows a 
small lesion in one of the major bronchi, too 
small to occlude its lumen. Such a lesion would 
produce a chronic and persistent cough. Ero- 
sion of the surface would give rise to hemopty- 
sis. An x-ray examination at this time would 
be negative since the tumor itself could not be 


visualized and since there is no interference with 
the aeration of the corresponding lobe. <A diag- 
nosis could be made only by direct inspection 
of the bronchial tree with the bronchoscope. 
As the growth enlarges and partially closes 
the lumen of the bronchus, the patient may be- 
come conscious of a wheezing sensation in the 
chest. A mistaken diagnosis of asthma is not 
uncommonly made. 

When the growth completely blocks the lu- 
men of the bronchus, other symptoms and signs 
are added to the meager tell-tale evidences 
of the nonobstructing lesion. The roentgeno- 
gram shows atelectasis of the affected lobe, usu- 
ally a homogeneous shadow, triangular in shape, 
with the apex reaching the hilum (figure 2B). 
The growth itself may attain a size large 
enough to cast a shadow, thus giving direct 
x-ray evidence of the tumor. In figure 3, the 


FIGURE 3. Roentgenogram of the chest of a patient showing 
both the shadow of the tumor near the hilum and also a tri- 
angular area of density indicative of atelectasis of the right 
lower lobe. Both the direct evidence (tumor shadow) and pre- 
sumptive evidence (atelectasis) were shown by this x-ray. Right 
pneumonectomy was successfully performed on November 2, 1933. 
See figure 1. 


roentgenogram of such a case is reproduced. 
Both the presumptive x-ray evidence (atelec- 
tasis) and the direct x-ray evidence (tumor 
mass) are shown. In figure 4, the mass itself 
cannot be seen, but atelectasis of the lower lobe 
is shown together with obstructive emphysema 
of the upper lobe. From the x-ray appearance 
alone, the growth was located at the bifurcation 
of the secondary bronchi completely obstructing 
the lower, partially obstructing the upper bron- 
chus. In figure 5 is shown the roentgenogram 
of a lesion in the left upper main bronchus. 
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The growth itself is not seen but the associated 
atelectasis is typical. 
After the growth has obstructed the bronchus, 


ATELECTASIS 


FIGURE 4. Roentgenogram of a patient who had a primary 
carcinoma at the bifurcation of the left main bronchus. The 
tumor itself does not cast a shadow. ‘The left lower lobe 
bronchus was completely occluded so that the typical triangular 
shadow of obstructive atelectasis is present. The upper lobe 
bronchus was partially occluded, a valve-like action resulted 
and an emphysema of the upper lobe took place. In this case, 
the x-ray yielded presumptive evidence only of a tumor of the 
bronchus. <A left pneumonectomy was successfully performed 
on May 2, 1934. See figure 1 


FIGURE 5. Roentgenogram of a patient with a primary 
carcinoma of the left upper lobe bronchus. The tumor itself 
did not cast a shadow. The area ot density in the upper por- 
tion of the left chest with slight displacement of the mediastinum 
toward the left side is typical of atelectasis of the upper lobe 
(presumptive evidence). A left pneumonectomy was successfully 
performed on April 8, 1935. 


the effects of retained secretions and infection 
become superimposed. The cough becomes pro- 


ductive and the sputum may be foul. Reeurrent 
elevations of temperature are frequently noted 


in the histories of such patients and not a few 
have been told they had pneumonia or even more 
frequently, tuberculosis. Later such symptoms 
as pain in the chest, dyspnea, and weakness 
develop. Symptoms due to a late stage of the 
disease with infiltration of the mediastinum have 
no place in the construction of a practical con- 
cept of this disease. 

In a review of the earliest symptoms in nine- 
teen eases of bronchiogenic carcinoma, cough 
was reported by al! to be an early and persistent 
symptom. Twelve patients complained of weak- 
ness and eight of hemoptysis. The duration of 
symptoms extended over a period of four to 
twenty-four months. Throughout this entire 
time, persistent cough was the symptom that 
urged them to go from doctor to doctor search- 
ing for relief. Practically every patient had 
previously been considered to have either tuber- 
culosis, pulmonary abscess, or unresolved pneu- 
monia. The roentgenographiec examination in 
the early stages may be confusing in that the 
lesion, itself, may not east a shadow or the 
shadow may be difficult of interpretation be- 
cause of its close proximity to the hilar shadow. 
When an abnormal shadow is seen in the x-ray, 
it is due to the secondary effect of the tumor 
and not to the tumor itself. These secondary 
effects show up as those of atelectasis of the 
corresponding lobe. Sputum tests help to rule 
out tuberculosis and may help in differentiating 
lung abscess. Reliance must be placed upon 
bronchoscopic examination. In our series, fif- 
teen of the cases with stem bronchus lesions 
were examined bronchoscopically and a tumor 
visualized in fourteen and a positive biopsy 
obtained in all of the fourteen. From our study 
of the bronchial type of carcinoma, it has been 
concluded that no group of symptoms can be 
outlined which will truly represent the disease. 
All patients of middle age or past middle age 
who develop a chronic and persistent unex- 
plained cough should be studied bronchoscopi- 
cally. 

PNEUMONIC FORM 


A tumor originating in the periphery of the 
lung differs greatly from the stem bronchus 
lesion in its clinical picture. The size that it 
attains before producing symptoms varies con- 
siderably because obstruction of a major bron- 
chus is not a factor. The position of the lesion, 
its relation to the visceral pleura, the rapidity 
of central necrosis, and secondary infection all 
contribute to the development of symptoms. A 
correlation of tumor growth and symptoms has 
been diagrammatically shown in figure 6 
peripheral growth would obviously produce an 
area of density in the roentgenogram early in 
its development. The lesion casts a homogeneous 
shadow and is fairly well circumscribed. Cough 
is one of the early symptoms and may be the 
only symptom. Hemoptysis at this time is not 
so likely as in the stem bronchus lesion. 
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As the disease progresses, the x-ray shadow 
increases in size and may show areas of cavi- 
tation. Later, superimposed infection and tis- 
sue necrosis result in appearances not unlike 
that seen in pulmonary abscess or suppuration. 
Weakness, loss of weight, and other evidences 
of sepsis appear. Cases in our series showing 
this type of lesion have been previously diag- 
nosed either tuberculosis or lung abscess. In 
figures 6 and 7 are shown the roentgenograms 


PNEUMONIC FORM 


6 
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FIGURE 6. Diagram illustrating the stages of development 
of a pneumonic or peripheral form of primary carcinoma of the 
lung. In the early stage cough may be the only symptom. 
The x-ray shadow may resemble lung abscess or tuberculosis. 
As the lesion breaks down and as the effects of suppuration 
are superimposed, a different clinical picture is presented. ‘This 
form of primary malignancy of the lung is difficult to diagnose 
as bronchoscopy fails to visualize the tumor. Fortunately, 
this type is less frequent than the stem bronchus lesions. 


of a patient who had a peripheral lesion which 
later proved to be an adenocarcinoma. Bron- 
chography revealed no connection between the 
tumor and the major bronchi. The lesion had 
infiltrated the chest wall. An aspiration biopsy 
was done but with negative results. Bron- 
choscopy was likewise negative. A presumptive 
diagnosis of neoplasm was made from the his- 
tory and from the x-ray appearance. An ex- 
ploratory thoracotomy was then carried out 
and a large peripheral lung tumor found 


and a pneumonectomy performed. This case 


is reported in detail elsewhere’®. In two of our 


malignant cases, a thoracotomy and drainage of 
the area was carried out because the history, 


FIGURE 7. Roentgenogram of a patient who had a pneu- 


monic form (adenocarcinoma) of the right lung. 
y 


failed to visualize the tumor. 


The diagnosis was made 
exploratory thoracotomy. 


FIGURE 8. Roentgenogram of the same patient as in figure 7. 
Lipiodol injection reveaied no connection between the tumor 
mass and the major bronchi. This illustrates an additional aid 
in the diagnosis of such lesions. 


physical signs, and x-ray, and sputum examina- 
tions all supported a diagnosis of pulmonary 
abscess. Edwards? reports that ten per cent 
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of pulmonary abscesses, so diagnosed, are pri- 
mary neoplastic lesions which have broken down. 
In the pneumonie forms, bronchoscopic ex- 
aminations failed to be of positive assistance in 
establishing the diagnosis. In all four eases, 
no abnormal condition of the tracheobronchial 
tree was visualized bronchosecopically. The pro- 
cedure was valuable, however, in eliminating 
other conditions that might cause such symp- 
toms. The most important points in the diag- 
nosis of the pneumonie form are symptoms such 
as cough, weakness, hemoptysis, and chest pain 
combined with the x-ray picture. of a progres- 
sive, nonfibrosing lesion. It is frequently pos- 
sible to secure x-ray films taken at an earlier 
date with which to make a comparison. An in- 
flammatory process in one of the lobes or a 
chronic interlobar empyema may be confusing. 
The question then arises: Are there any other 
aids in the diagnosis of the pneumonie form 
of cancer? We have injected lipiodol in all sus- 
pected eases when bronchoseopy failed to help. 
Visualization by x-ray of the tracheobronchial 
tree may aid in ruling out other conditions 
which give rise to cough, expectoration and 
hemoptysis. An examination of the sputum is 
valuable in ruling out tuberculosis or a sup- 
purative process. The induction of a partial 
pneumothorax with subsequent x-ray examina- 
tion may help to establish the relationship of 
the lesion to the chest wall, pleura, and great 
fissures. There is always the possibility of get- 
ting tissue for biopsy by aspiration of periph- 
eral lesions when an adherent pleura is pres- 
ent. We have attempted to obtain material for 
histologic study by this method without sue- 
cess. The procedure may not be without dan- 
ger. In the event, therefore, of not being able 
to secure a direct specimen for biopsy, either 
bronechoseopically or by aspiration, we feel that 
thoracic exploration is indicated. If we wait 
for extension of the growth to take place, the 
chanee of cure by pneumonectomy is lost. 


DETERMINATION OF OPERABILITY 


It is our feeling that all cases with proved 
or suspected primary malignant disease of the 
lung should be subjected to exploratory tho- 
racotomy provided that: 


1. The lesion is presumably still limited in 
its extent to one lung. Metastatic cer- 
vical glands should be looked for. The 
skull, long bones, ribs and spine should 
be examined  roentgenoscopieally for 
metastatic lesions. If pneumothorax can 
be effected, a direct inspection of the 
pleural cavity with the thoracoscope may 
be of great value. 

2. The general condition of the patient is fair. 
All of the patients who have survived 
pneumonectomy were in the grade III or 
IV group of operable risk. All but two 


were febrile at the time of operation. If 
their symptoms are due solely to the dis- 
ease in the affected lung, removal of this 
organ immediately relieves the patient of 
absorption from this area. Therefore, the 
extent of the tumor or the associated 
pathologie conditions within the one lung 
should not of itself contraindicate opera- 
tion. Whenever possible patients are pre- 
pared for thoracie exploration by the pre- 
liminary induction of pneumothorax. As 
a rule it has taken five to seven days to 
secure maximal collapse. If adhesions of 
the pleura prevent more than thirty per 
cent collapse, the operation is undertaken 
without delay. Should more than thirty 
per cent collapse be obtained, pneumo- 
thorax is maintained for seven to ten days 
more. This length of time seems to be 
adequate to test the funetion of the re- 
maining lung and to adjust the circulatory 
and respiratory apparatus to atmospheric 
pressure on the affected side. 


Operative technie will not be discussed in de- 
tail in this paper. 

Kither an anterolateral or posterolateral ap- 
proach is used depending upon the extent and 
location of adhesions and upon the position of 
the tumor. The mediastinum is inspected and 
palpated. If there is an obvious infiltration of 
this region or if mediastinal glands are enlarged 
and show metastatie involvement on frozen see- 
tion, the operation is coneluded and the thoracic 
wound closed. If no evidence of metastasis is 
discovered, pneumonectomy is carried out. Prob- 
lems in the surgical management of the pneu- 
monectomy patient have been discussed in an- 
other paper devoted to this aspect of the sub- 
ject’. 

THE CHALLENGE 


It has been demonstrated that the excision 
of the entire lung on one side is technically pos- 
sible and that the consequence of such a proce- 
dure is not ineapacitating. It has also been 
pointed out that a diagnosis of primary malie- 
naney of the lune can be made before the pa- 
tient reaches the autopsy table. An analvsis of 
the cases in our series and the experiences of 
others show that the large majority of all pri- 
mary carcinomas of the lung originate in a 
major division of the right or left main bron- 
chus. Therefore, the majority of these lesions 
ean be actually seen early in their development 
and a biopsy obtained by means of the broncho- 
scope. Cough and hemoptysis occurred in a 
large proportion of all cases early in the course 
of the disease. Fortunately, we have therefore 
an early warning svmptom. We are obligated 
to heed this warning sign and if no adequate 
explanation is forthcoming after sputum and 
X-rav examinations, the patient should be sub- 
jected to bronchoscopy. 
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It should also be emphasized that in the early 
stages of stem bronchus lesions, the lesion. itself, 
does not cast a shadow on the x-ray film. The 

x-ray diagnosis depends upon secondary evi- 
dences of growth, namely, atelectasis. 


An opinion in regard to exploratory thoracot- 
omy has also been expressed, namely, in all 
cases of proved malignancy, explore if metas- 
tasis cannot be demonstrated. In peripheral 
lesions, exploration is justified without a posi- 
tive biopsy diagnosis. The thoracie explora- 
tion may be the only possible way to settle the 
diagnosis at a time when the growth is in the 
operable stage. 


SUMMARY 


1. A study of twenty-three cases of primary 
earcinoma of the lung has been made. 


The bronchial and pneumonic forms are 

differentiated, and diagrams illustrative 

of these two types of pulmonary malig- 
naney are shown. 

$8. Emphasis is placed upon early symptoms. 
A chronic unexplained cough is the most 
frequent early symptom. Expectoration, 
hemoptysis. and wheezing may be present 
fairly early. 

4. The value of diagnostic aids, such as x-ray, 
bronchoscopy, lipiodol visualization, pneu- 
mothorax, and intrapleural thoracoscopy 
has been pointed out. 

5. The ineffectiveness of any form of radia- 

tion has been discussed. 


6. The possible cure of primary carcinoma 


of the lung by resection of an entire lung 
has been considered. 


Five successful pneumonectomies are re- 


ported—three for malignant and two for 
suppurative disease. 


7. 
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VENEREAL DISEASE INFORMATION 


It is desired to invite your attention to Venereal 
Disease Information, a monthly publication pre- 
pared by the U. S. Public Health Service for the 
medical profession throughout the United States. 
The purpose of this publication is to provide in con- 
densed form a monthly summary of the scientific 
developments in the diagnosis, treatment, and con- 
trol of syphilis and gonorrhea. More than three 
hundred and fifty American and foreign journals are 
reviewed for this work and abstracts are made of 
articles describing clinical, laboratory, and patho- 
logic work in the field of venereal disease, The 
most important literature on every phase of the 
subject is presented in the form of brief abstracts 
that are easily read. An index for the year is pub- 
lished with the December issue. 

Thousands of physicians have found this publica- 
tion useful in enabling them to keep abreast with 
developments in venereal disease work. During the 
coming year it is planned to publish several original 
articles by outstanding authorities in this country in 
the field of syphilis and gonorrhea. The series of 
articles on the treatment of syphilis by the coépera- 
tive clinical group has not yet been completed. A 
number of interesting papers, among which will be 


two—one on cardiovascular syphilis and one on 
syphilis of the nervous system, will be published in 
the near future. 


The cost of this publication is only fifty cents per 
annum, payable in advance to the Superintendent 
of Documents, Government Printing Office, Washing- 
ton, D. C. It is desired to remind the reader that 
this nominal charge represents only a very small 
portion of the total expense of preparation, the 
journal being a contribution of the Public Health 
Service in its program with State and local health 
departments directed against the venereal diseases. 

A sample copy of Venereal Disease Information 
will be forwarded to you upon request. To receive 
this copy address the Surgeon General, U. S. Public 
Health Service, Washington, D. C. Do not send 
stamps. 


NEW YORK ACADEMY OF MEDICINE 


Dr. Winfred Overholser, Commissioner of the 
Massachusetts Department of Mental Diseases, 
spoke on “The Place of Psychiatry in the Criminal 
Law” before the New York Society for Clinical Psy- 
chiatry, at the New York Academy of Medicine on 
January 9. 
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DeQUERVAIN’S DISEASE* 
Stenosing Tendovaginitis At The Radial Styloid 


BY DANIEL C, PATTERSON, 


HIS condition was first described by De- 

Quervain in 1895 as a relative narrowing of 
the compartment of the tendon sheath lving 
on the styloid process of the radius which trans- 
mits the extensor brevis pollicis and the abdue- 
tor longus pollicis. Kocher gave it the name 
of stenosing fibrous tendovaginitis. Many ar- 
ticles dealing with the disease have appeared in 
foreign journals, but I have found only three 
papers by American authors. 

In 1927 Dr. H. C. Stein reported on five 
cases treated at the Hospital for Joint Diseases 
in New York. In 1928 Dr. C. C. Schneider of 
Milwaukee reported fifteen cases that he had 
treated, and in 1930 Dr. Harry Finkelstein re- 
viewed the literature, and reported twenty- 
four cases that had been treated at the Hos- 
pital for Joint Diseases in New York in a two- 
year period. He also gave the results of micro- 
scopic studies, and demonstrated that the dis- 
ease could be produced experimentally in rab- 
bits. 

I believe that the disease is not evenerally 
recognized, and that quite a number of cases 
are under treatment for sprain, arthritis, neu- 
ritis, osteitis, periostitis, or tenosynovitis. 

The tendons of the abductor longus pollicis 
and the extensor brevis pollicis pass through a 
groove in the outer aspect of the styloid process 
of the radius, and are contained in a separate 
compartment of the annular ligament. They are 
surrounded by a tendon sheath that extends 
about an inch above and below the carpal liga- 
ment. This sheath is filled with synovial fluid 
to facilitate the pulley-like action of the ten- 
dons. 

The essential pathological change in DeQuer- 
vain’s disease is a thickening of the tendon 
sheath, and the overlying carpal ligament. This 
causes a marked narrowing of the channel 
through which the tendons pass; the tendons 
themselves rarely show any change strue- 
ture. 

Finkelstein recorded his microscopical find- 
ings as follows: ‘‘In mild cases the synovial 
membrane is thickened except at the point of 
constriction where it is thin or absent. The loose 
connective tissue layer is considerably thick- 
ened and vascularized. The ligamentous layer 
is slightly thickened and not vascularized. Only 
rarely is there a line of demarkation between 


*Read at the Annual Meeting of the New Beene Surgical 
Society at Manchester, N. H., September 28, 1935 
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the loose connective tissue layer, and the liga- 
mentous layer. In severe cases the synovial 
laver is completely destroyed; the loose con- 
nective tissue layer is compressed and thinned 
out; while the ligamentous layer is markedly 
thickened and undergoes hyaline and eartilagi- 
nous transformation. There is also marked 
thickening of the walls of blood vessels, and cel- 
lular infiltration of the tissues, numerous lym- 
phocytes being present. Between these two 
types are many egradations.’’ <All of our see- 
tions have shown similar changes. 

Similar changes have been observed where 
other tendons have been involved, namely, the 
extensor longus pollicis, and the extensor carpi 
ulnaris, but only a very few such cases have 
been encountered. Several instances of the 
disease in association with snapping thumb have 
also been reported. In these cases a small nodule 
was found on the tendon and produced the 
snapping when it slid under the thickened lig- 
ament. 

The etiological factor is undoubtedly trauma, 
and this in most cases of a chronie nature. In 
our cases the patients were all engaged in oceu- 
pations that required pressure by the thumb 
while it was in a partially abducted position, 
and the hand in ulnar abduction, such as work 
on a grinding or buffing machine. In one case 
the patient, a woman, was employed putting 
tight fitting rubber rings over a piece of pipe. 
To do this she would press firmly on the ring 
with both thumbs. One day in order to com- 
plete aerush order she performed this act five 
hundred times. That night she had severe pain 
in both thumbs. This is the only case I have 
seen where the condition could be said to have 
an acute onset. It was also the only bilateral] 
case in our series. 

SsSome eases have been reported to have fol- 
lowed a severe blow over the styloid process, 
but we have not seen any giving such a history. 
One or two patients thought that their trouble 
started after a fall. 

The cause of the thickening in the tendon 
sheath and carpal ligament is principally me- 
chanical. Eschle thinks it is due to friction of 
the tendons in their narrow compartment; that 
overexertion causes the increased friction, and 
the tendon sheath becomes edematous, and later 
thickened, from fibrous tissue formation. 

There is a great preponderance in the re- 
ported cases of females over males. Of the 
twenty-four cases treated by Finkelstein, twenty 
were females and only four were males; four- 
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teen of the females were houseworkers. 

Schneider states that in 135 cases where the 
sex was noted, one hundred and nineteen were 
females, and fourteen males. Two cases were 
bilateral. Our experience at the Bridgeport 
Hospital has been contrary to this, for in ten 
cases we have only had three females. 

The symptoms and signs are quite definite and 
the similarity in all eases is very striking. As 
a rule the onset is gradual. The patient will 
complain of pain in the wrist of several weeks’ 
duration and when questioned will locate the 
point of greatest pain over the radial styloid. 
They also refer to pain running up the arm and 
into the thumb. Pain is aggravated on abduc- 
tion of the thumb, or ulnar abduction of the 
hand. This ean be demonstrated by flexing the 
thumb in the palm of the hand, and with the 
fingers closed over it making sharp ulnar abduc- 
tion. The pain gradually increases with use, 
as the patients continue with their work. Then 
weakness of the hand develops and they com- 
plain that they drop even small objects. Dis- 
ability usually results. Objectively there may 
be slight swelling over the affected part. There 
is marked tenderness over the styloid process. 
Abduction of the thumb is restricted and foreed 
abduction is painful. No crepitation can be 
felt. In our eases the symptoms and signs were 
so clear cut that the diagnosis was simple. The 
gross pathological findings, and the relief from 
proper treatment was so constant, that it made 
a most satisfactory disease to meet. 

Most eases will give a history of having been 
treated for some time by strapping, heat, mas- 
sage, etc., but with no benefit. The only non- 
operative treatment worthy of trial is immo- 
bilizatioa of the thumb in a plaster east for 
six weeks. This has produced cures in some 
cases reported, but I should think that the per- 
centage of recurrences would be large. 

The discomfort of a plaster cast on the hand 
for six weeks, especially in a manual worker, 
makes it an unsatisfactory method. Schneider 
reported eight cases of his fifteen cured by 
plaster immobilization, but the length of post- 
operative observation was not stated. Two of 
his cases in which such treatment failed to ef- 
fect a cure were relieved by operation. Of 
sixty-six cases reported by Eschle, sixty-five were 
cured by operation, and one improved. 

The operative treatment is so simple, and the 
period of disability so short, that it seems as if 
it should be the treatment of choice in all cases. 
The operation is conveniently performed under 
local anesthesia: A two-inch incision is made 
over the radial styloid; the carpal ligament and 
tendon sheath are exposed and incised, or a 
small section removed. This will allow free 
movement of the tendons, and produces almost 
instant relief of pain. The incision is then 
closed, and a firm bandage applied; no splint- 
ing is necessary. At the end of a week free use 


of the thumb can be permitted, and in two or 
three weeks the patient can return to work. 

_ There has been no instance of failure reported 
in the cases operated upon, though Finkelstein 
observed two cases that had been operated on 
ten and eleven months previously, in which there 
was still pain on pressure over the styloid 
process. In both instances the tendon sheath 
at operation had been found greatly thickened 
and cartilaginous in consistency. He felt that 
removal of the entire tendon sheath instead of 
a small section in these cases would have elim- 
inated the tenderness. 

While this condition is not one that is met 
with frequently, it is well to keep it in mind, 
for I know of no disease where the results of 
treatment are more satisfactory to the patient 
or the surgeon. Whenever seen it is easily 
recognized. 

I have had six of these cases in the past few 
years, and Doctors Hawley and Griswold about 
the same number. As the histories, symptoms 
and findings have all been quite similar, and 
coincide with those mentioned above, I shall not 
report them in detail. They were all relieved 
by operation and there have been no recurrences. 
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DISCUSSION 


Dr. Paut P. Swert, Hartford, Conn.: I would just 
like to make a brief plea to have everyone here 
pay some attention to this lesion that Dr. Patterson 
has described so well, because I think the condition 
is much more frequent than is generally believed, 
and it certainly is a very disabling condition unless 
this very simple procedure is carried out. 

I have been familiar with this lesion for a great 
many years. My first patient was a boy who oper- 
ated a buffing machine on which he was engaged 
in grinding the surface of locks, which involved 
a pushing motion all day long. It occurs more fre- 
quently, however, in women, largely because they 
perhaps so frequently attempt to do things for which 
they have not accustomed themselves and have not 
developed the strength. 

I can recall in the last two or three years doing 
this little operation for at least a half dozen doctors’ 
wives, so I know it is a very common lesion and 
it is very generally overlooked. Many times patients 
have been referred to me for this mysterious thing 
and apparently all the medical attendants have been 
confused and baffled because x-ray did not show 
exostosis and there was still this hard little lump 
which they thought could not be anything but an 
exostosis. 


PRESIDENT JOHNSON: 
sion? 

Dr. JAMES W. Sever, Boston, Mass.: The question 
of spontaneous cure in DeQuervain’s disease, I think, 
is interesting, and I feel very much as Dr. Swett 
does that it is a condition that has been frequently 
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overlooked. I asked Dr. Patterson if he had known 
of cases of spontaneous cure and he said he had not. 

Dr. Swett has brought up the question of doctors’ 
wives in relation to this disease. My wife had this 
disease as a result of playing fist ball and hitting 
the fist ball on the wrist. For a year and a half 
she had continuous disability and pain and limita- 
tion of motion, but like all shoemakers’ children, 
she got no sympathy and attention. 

She fell or did something or other with her wrist, 
with it unguarded, about a year and a half later. 
She felt something snap. She had a little temporary 
pain and, since then, has been perfectly well. 

I do not question but that she had DeQuervain’s 
disease. In fact, I know she had now, and she 
established spontaneous cure in some way by rup- 
turing an adhesion, which may not be the true 
pathology of the disease, but that is what happened. 

Whether it is a wise thing to wait for spontaneous 
cure, of course, is another thing. I am entirely out 
of sympathy, of course, with it in my own family. 


PRESIDENT JouUNSON: Is there any further discus- 


sion? 
Dr. Frevertc J. Corron, Boston, Mass.: May I add 
two cases of spontaneous cure? One was in a 


doctor’s wife. She was going to have it operated 
on, had a date all set, when her husband telephoned 
me and said it was getting well, and it did. 


The other was the famous guide, Jack Russell, 
who tosses about the prettiest fly I know anything 
about. That is one of the ways you can get this dis- 
ability. He came to me a couple of years ago com- 
pletely crippled. At the end of the season he was 
going to come down and have it operated on. That 
was the bad salmon season and he did not fish very 
much. He was chasing around, finding out where 
one salmon had gone to, all summer and he got 
well. 


PRESIDENT JOHNSON: Is there any further discus- 
sion? If not, Dr. Patterson, will you close the dis- 
cussion? 


Dr. PATTERSON: With all due deference to Dr. 
Sever, I wonder if you can call recovery in a year 
and a half a spontaneous cure. 

I confess that I knew nothing about this condi- 
tion until several years ago when my good friend, 
George Hawley, called my attention to it. From 
conversation with many surgeon friends I find that 
very few of them are familiar with the disease, 
though they all felt sure they had seen such cases 
but had failed to recognize them. 

The operative treatment is so simple and its re- 
sults so quick and satisfactory that I think it is ad- 
visable to operate rather than to try nonoperative 
measures. 


— 


NEW HAMPSHIRE MEDICAL SOCIETY 


ANTEPARTUM CARE* 


BY M. F. EADES, M.D.t 


Mr. President and Members of the New Hamp- 
shire Medical Society: 


HE general high quality and the advanced 

development of prenatal care in the United 
States adequately testify to its value. The laity, 
as you are aware, are showing an increasing in- 
terest in this field of preventive medicine so 
that the pregnant woman today not only re- 
quests but demands a higher quality of care 
and medical supervision than she formerly re- 
ceived. 

In order to cover this detailed subject brief- 
ly, I shall review and outline for you in gen- 
eral the system which we employ at the Boston 
Lying-in Hospital. Prenatal care in private 
patients differs only in slight details although 
there is one vast difference between clinic and 
private antepartum care. In the elinic, owing 
to the large attendance of patients and a lim- 
ited medical personnel, we sometimes find diffi- 
eulty in applying detailed care, whereas, in pri- 
vate practice we frequently have difficulty, not 
of application but in finding the patients who 
are so solicitous of our advice. 

Patients are encouraged to report for pre- 

*Presented as part of a Symposium on Obstetrics at the 
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natal care as soon as they have passed their 
second missed menstrual period. At that time 
a careful history is recorded and a complete 
physical examination is performed. Also at that 
visit specific and general directions are given to 
them. 

This is (throwing record on the sereen) the 
prenatal record which is used in our elinie. As 
you see, it encompasses considerable detailed in- 
formation. A review of this record sheet with 
elaboration of certain headings will serve to 
make it more readily understood. 

Let us first consider with the patient her past 
medical history. The past history of infectious 
or contagious diseases of childhood, such as 
scarlet fever, diphtheria, multiple acute attacks 
of tonsillitis, and of rheumatic fever are of great 
significance because of their organic sequelae. 
All information possible should be obtained re- 
garding serious medical diseases of adult life 
with any complications which followed. Despite 
careful and tactful questioning, the patient may 
withhold information or be completely ignorant 
of remote or recent venereal infections. The 
history of the patient relative to constant con- 
tacts with tuberculosis or to her own past or 
present infection with the disease is not to be 
overlooked. These considerations may involve 
not only matters relating to the immediate con- 
duct of the present pregnancy but also proper 
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protection and disposition of the child after it 
is born. 

The past surgical history is of importance, 
especially if there have been vaginal plastic or 
abdominal pelvie operations which not only may 
interfere with normal delivery but may actually 
contraindicate it. Also in these days of serious 
automobile accidents with severe injuries, a past 
history of pelvie trauma, especially fractured 
pelvis, should be carefully investigated. 

The past obstetrical history, naturally, is of 
the greatest interest and importance to the ob- 
stetrician. This is especially true if the physi- 
cian has not cared for the patient during her 
previous pregnancies. One should inquire very 
carefully into the details of the past pregnan- 
cies, their duration, any complications that may 
have occurred, and the details of the complica- 
tions. Likewise, in previous labors, are to be 
noted the duration of the labor, the type. 
the quality, the method of termination and, if 
operative, the details of the operative proce- 
dures. The size of previous children, if any, 
should be noted as well as their subsequent his- 
tory. <A past history of large, deformed, or still- 
born children or of neonatal deaths may be 
of great importance in conducting the present 
pregnancy. 

A review of past puerperal periods, as to 
postpartum hemorrhages, retained or adherent 
placentae, puerperal or phlebitic infections 
should be as detailed as possible. 

The menstrual history is of relatively less 
practical significance. A routine history should 
include data as to the periodicity of the men- 
strual eycle, duration, amount of flow, dysmen- 
orrhea, ete. 

This brings us to a consideration of the pres- 
ent pregnancy. If the patient has followed 
advice and appeared early in pregnancy, her 
complaints are usually those associated with 
the syndrome of physiological nausea and vom- 
iting. This is generally well controlled by re- 
assurance, frequent meals, high carbohydrate 
diet and sedatives. The expected date of c¢on- 
finement is caleulated, based on the data of the 
last normal menstrual period. Various other 
important elements of the history at this period 
are those relating to the gastrointestinal tract, 
especially with reference to constipation which 
tends to become more obstinate during preg- 
nancy. We should inquire as to any genito- 
urinary ailments other than frequency, which 
is physiological at this time. Any other symp- 
toms of which the patient may complain are 
noted and thoroughly discussed at this first 
visit. 

A complete and thorough physical examina- 
tion is necessary in every case and should be 
performed at the first visit. The general nutri- 
tion and skeletal make-up should be noted. In 
the short female, showing a heavy skeletal 
frame and short extremities, one usually finds 


associated in some degree the male type of pel- 
vis; conversely the tall individual with thin 
bones usually has a more ample pelvis than the 
external measurements indicate. The eves, ears, 
nose, sinuses, and teeth should be examined 
routinely. The tendency of the teeth to decay 
rapidly during pregnancy should be prevented 
as much as is possible by having a dental in- 
spection at least twice during the gestation 
period, together with whatever dental repair is 
necessary. 


The heart and lungs especially deserve to be 
examined with great care. We have felt at the 
Boston Lying-in Hospital that organic diseases 
of the heart and lungs complicated by preg- 
nancy are so important that special clinies have 
been organized for these groups. The proper 
evaluation of the seriousness during pregnancy 
of complication of these systems if diseased is 
frequently such a serious problem that con- 
sultation with the internist is advisable. 


Next comes the obstetrical examination proper 
and, of course, in early pregnancy palpation of 
the abdomen resolves itself into nothine more 
than ruling out the presence of abnormal masses 
or special areas of localized tenderness. How- 
ever, if the patient appears late in pregnancy 
for her first visit, a routine palpation of the ab- 
domen is performed, That will be described in 
detail a little later. 

Pelvimetry is usually performed at the first 
visit. As a routine the intercristal, the inter- 
spinous, the external conjugate and the bis- 
ischial diameters are the external measurements 
taken. 

The vaginal examination in early pregnancy 
gives not only confirmation of the presumptive 
diagnosis but also information as to the shape 
and position of the uterus, the internal con- 
tours of the pelvis and the condition of the soft 
parts. A careful palpation of the perineum, the 
cervix and bimanual examination of the vaults 
are necessary to rule out the presence of pelvic 
inflammatory or tumor masses. A knowledge 
of their presence is important either as to a 
decision for operative removal at this advan- 
tageous time, or if complications from them 
arise during later pregnancy. At this time an 
attempt is made to palpate the promontory of 
the sacrum with the second finger of the ex- 
amining hand. If palpated a mark is made on 
the hand at the inferior border of the symphysis 
and the diagonal conjugate diameter may be 
measured «directly, and from this the true con- 
jugate may be easily calculated. If the prom- 
ontory cannot be felt, this diameter may be 
considered as adequate. The vaginal exam- 
ination is not complete without a specular ex- 
amination. By this means the condition of the 
vaginal mucosa and introitus, and of the cervix 
may be visualized. Not infrequently polyps, the 
presence of scar tissue, and vaginitis, most com- 
monly of the trichomonas variety may be read- 
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ily demonstrated. Urethral cervical or vaginal 
smears on suspected cases may readily be made 
at this time. 


A word may be said about the transverse or 
bisischial diameter. This, in the average Amer- 
ican woman, is eight to eight and one-half cen- 
timeters. If a special pelvimeter for this meas- 
urement is not available, a rough test for ade- 
quacy of the pelvic outlet may be made by push- 
ing the knuckles of the hand transversely be- 
tween the ischial tuberosities. The width of 
the knuckles of the average hand is around eight 
centimeters and, while this does not constitute 
such an accurate method as the use of the pel- 
vimeter, is an adequate test. 


Miscellaneous tests, such as blood pressure 
readings, temperature, pulse and weight of the 
patient which are routinely taken at the first 
visit. will be discussed in more detail under 
the follow-up examination. Blood specimens 
for a Wassermann or Hinton test are taken 
routinely. If specimens are reported doubtful, 
or positive, the test is repeated. I suspect in 
private practice that these tests are not made 
so routinely as their importance demands. Cer- 
tainly there is no instance in preventive medi- 
cine which gives a more brilliant prophylactic 
result. so far as the fetus is concerned, than the 
early diagnosis of syphilis in early pregnancy 
with prompt adequate treatment. Most State 
Boards of Health provide the service of free 
Wassermann tests and provide containers for 
the specimens. It would seem under these cir- 
cumstances that there is no reasonable excuse 
for the omission of this important test. 

The importance, frequency and progressive 
tendency of the anemias of pregnancy have re- 
cently been emphasized by the work ot Strauss 
and Castle. Moreover they have shown how 
the majority can be controlled by the use of 
iron. While the average method of hemoglobin 
determination may not be scientifically accu- 
rate, it provides a relative test for the clinician 
which is valuable. If the hemoglobin is at a 
high level, one can usually assume that the red 
blood count is within normal limits. Lf the hemo- 
globin is below seventy per cent, a red blood 
count is advisable and both this and the hemo- 
globin should be repeated at subsequent visits 
to study the results of treatment. Adequate 
treatment of anemia during pregnancy is indi- 
cated not only because of its progressive tend- 
ency in the mother but, as Strauss has shown, 
for prophylaxis of the fetus against anemia of 
infancy and early childhood. Therefore hemo- 
elobin determination as a routine test at the 
first prenatal visit is recommended. 

Routine urinalysis should be performed at 
each visit. Specific gravity, albumin and sugar 
determinations are made on each specimen. If 
albumin is present, a catheter specimen should 
be obtained and the centrifuged sediment ex- 
amined microscopically. This completes the 


physical and laboratory examinations made at 
the first visit. 


Various matters of hygiene are then discussed 
with the patient. It is impossible here to go 
into this in detail. At this point allow me to 
say that this subject is not one for fads and 
fancies, but rather one in which we sanely at- 
tempt to inform our patients regarding desir- 
able methods of mental and physical conduct 
during pregnaney so that they may be better 
fitted to undergo labor and the stresses of the 
puerperium. Except for certain details, the ad- 
vice should be as valuable for the husbands as 
for the patients themselves. These matters of 
hygiene in pregnancy consist of advice relating 
to diet, rest, exercise, recreation, bathing, regula- 
tion of the bowels, weight regulation, and vari- 
ous danger symptoms which oceur during preg- 
naney, especially as they relate to toxemias. It 
is eenerally agreed that the pregnant woman 
should have at least one gram of calcium per 
day in her diet to provide a positive caleium 
balance. Milk seems to provide the best source 
of this mineral, but in many eases the patient 
eannot drink sufficient milk, so that caleium in 
other forms should be provided. It is also the 
consensus that, during the winter months in 
this geographical section, a high vitamin D diet 
should be provided... 

For the patient who is more inquiring, Dr. 
Irving has written an excellent handbook ‘‘The 
Expectant Mother’’ which can be highly recom- 
mended to the private patient. The United 
States Department of Labor also distributes 
free a very excellent and authentic pamphlet 
on the hygiene of pregnancy which may be had 
by writing to the Superintendent of Documents 
at Washington. 

The patients are asked to return with increas- 
ing frequency as their pregnancy advances. In 
our ¢elinic they return once a month for the 
first five months; at three-week intervals for two 
months; every two weeks for the next month, 
and each week during the last month. This ap- 
ples only to normal pregnancies. If any com- 
plication develops the patients are seen at as 
frequent intervals as is considered necessary by 
the physician in attendance. 

On each return visit, a short history of the 
patient is taken regarding any complaints, and 
specific inquiries are made as to regularity of 
the bowels, the activity of the child, bleeding, 
toxic symptoms, and the occurrence of localized 
pain. Routine blood pressure determination, 
weight records, and urinalysis are made at each 
visit. Any blood pressure reading above 140: 
mm./Hg. systolic, or above 90 mm./Hg. diastolie, 
we have come to regard as evidence of cireula- 
tory abnormality, whether it be due to essen- 
tial hypertension, toxemia, or chronic nephritis. 

Abnormal increase in weight is usually one 
of the earliest signs of toxemia of pregnaney. 
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It is also common in’hydramnios and multiple 
pregnancy. It is usually due, however, to an 
indiscretion in diet or otherwise an evidence 
of the tendency-of the pregnant woman to gain 
inordinately. A twenty to twenty-five pound 
gain during pregnancy is considered normal 
and the weight increase of the normal patient 
can usually be held within this limit with proper 
dietary supervision. 

As pregnancy advances a history of increas- 
ing growth of the abdomen is commonly vol- 
unteered by the patient. We do not routinely 
palpate the abdomen until the beginning of the 
seventh month of gestation unless there is some 
reason to suspect abnormality. This is suggested 
either by lack of consistent abdominal enlarge- 
ment, or by a rapid increase in size over a four 
weeks’ period during the fourth to the seventh 
months. At the seventh month the abdomen is 
carefully examined. The height of the fundus 
above the symphysis pubis is measured to note 
whether the size of the uterus is commensurate 
with the expected date of confinement. The posi- 
tion and presentation of the fetus are mapped 
out, although it is too early at this examination 
to obtain accurate information concerning ceph- 
alopelvic relations. The rate of the fetal heart 
sounds and the location on the mother’s abdo- 
men of their greatest intensity is recorded. The 
chief value of the palpation at the seventh month 
of pregnancy is that this represents the optimum 
time, not only for the diagnosis but also for 
the correction of malpresentations, especially 
breech or transverse presentations. The un- 
favorable presentation may recur after manipu- 
lations but this is the most favorable period 
for the performance of any necessary conver- 
sion maneuvers. 

During the ninth month at each weekly visit, 
palpation is performed on an average of every 
two weeks. Except with primiparae it is per- 
formed together with rectal examination until 
the head reaches full engagement. This keeps 
us aware of those primiparae who enter labor 
with a high or floating head, and gives us warn- 
ing so that they may be more carefully observed 
during their labors. Vaginal examinations ex- 
cept under aseptic precautions are not made 
during the last month of pregnancy. We feel 
that in routine prenatal care one ean satisfae- 
torily determine the descent of the head and eon- 
dition of the cervix by rectal examination with- 
out the potential danger of rupture of the mem- 
branes followed by possible infection as is in- 
volved by vaginal examinations. However, in 
abnormal conditions or where the desired in- 
formation cannot be elicited by rectal examina- 
tion, vaginal examinations following aseptie 
preparations are employed. 

I should like to digress briefly regarding two 
of the most commonly encountered abnormaii- 
ties during the prenatal period. These are first, 
the bleeding cases, and secondly, the incipient 


toxemie conditions, of which the latter repre- 
sent only a step over the normal border. In 
the abortion group with bleeding early in 
pregnancy we do not attempt hospitalization 
unless the patient is in poor condition or the 
bleeding profuse. Our treatment is conserva- 
tive and consists entirely of rest in bed with, 
opiates administered only because of pain. It 
is not felt that these drugs influence the ultimate 
outcome of the miscarriage. If in this group 
there is any question of ectopic pregnancy these 
patients are referred to the hospital for diag- 
nosis and treatment. Dr. Arthur Hertig at our 
hospital is doing some interesting pathological 
studies on the causes and pathology of abor- 
tions. He is extremely anxious to obtain speci- 
mens, and if any of you would be interested 
in sending him such material preserved in 10 
per cent formalin solution, Dr. Hertig will send 
you a complete report of his studies on the spee- 
imen received. In most instances he is able to 
determine definite pathology of the fertilized 
ovum and it has been of great value in helping 
us to understand something of the pathology 
of early abortions. 


MWemorrhage and its pathology in the last tri- 
mester of pregnancy, we regard more seriously. 
These patients should be hospitalized as prompt- 
ly as possible and we constantly teach our stu- 
dents not to examine these cases vaginally or to 
contaminate the vagina in any way. Once in 
the hospital preliminary preparations for trans- 
fusion are made, and diagnostic vaginal exam- 
ination may then be earried out and the proper 
treatment instituted. We feel that an attempt 
to pack a bleeding ease at home is an extremely 
dangerous procedure which may lead to the loss 
of the patient’s life later on from infection. 
Infection is quite as often a danger with these 
serious bleeding cases as the actual loss of blood 
itself. 

The management of the beginning toxemice 
condition deserves mention. At our clinie any 
patient during pregnancy who shows a svstoli¢ 
blood pressure above 140 mm. Hg., or a diastolic 
pressure above 90 mm. Hg. is considered a po- 
tential toxemie and is referred to the hospital 
for routine study. We cannot always in pri- 
vate practice hospitalize this group of patients 
but we can at least start dietary and elimina- 
tive treatment, and keep the patient under closer 
observation. The earlier treatment is started, 
in general, the more chance there is of at least 
controlling the condition for a period. Blood 
pressure observations and urinalysis on such 
patients should be made at least once a week. 
The ultimate disposition will depend of course 
on whether the patient responds to treatment, 
or the toxemia becomes worse in spite of treat- 
ment. In the latter case hospitalization is indi- 
eated, for here the patient is under continuous 
observation and treatment more readily con- 
trolled. 
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MISCELLANY 


DOCTOR EDWARD HENRY THOMPSON 


Dr. Edward Henry Thompson, who was a prac- 
ticing physician in Hampton, N. H., for thirty-one 
years, died at his home on the Lafayette Highway 
on November 20, 1935. 


Dr. Thompson was born in Winthrop, Maine, in 
1861, son of Henry and Mary Snow Thompson. His 
early education was obtained in the Maine schools 
and he graduated from the Edward Little High 
School, in Auburn. He then attended Yale, grad- 
uating with the famous class of 1887. Dr. Thomp- 
son received his medical education at Dartmouth 
Medical School, graduating in 1896. He then at- 
tended the Post-Graduate College of Physicians and 
Surgeons in New York City, now the Medical School 
of Columbia University. He served his interneship 
at Bellevue Hospital. 

After having experience as a pharmacist in Wolfe- 
boro, Dr. Thompson moved to Hampton. He soon 
enjoyed a large practice. Among his patients were 
residents from many parts of New Hampshire who 


vacationed at Hampton Beach. For the last few 
years, he also had an office on Beacon Street, Boston. 

Dr. Thompson was a member of the American 
Medical Association and the New Hampshire Medical 
Society, the Masonic Blue Lodge, the Knights Tem- 
plars and the Order of Mechanics. He was a 32nd 
degree Mason. 

All of his life, Dr. Thompson was an omnivorous 
reader and he had a large library. He was a con- 
stant student of medical progress, and deeply inter- 
ested in classic and English literature. 

Dr. Thompson is survived by his widow, the for- 
mer Alice Higgins, of South Portland; a son, Leon; 
a daughter, Mrs. Isabelle Williams, and five grand- 
children. 


THE NEW HAMPSHIRE MEDICAL SOCIETY 
ANNUAL MEETING 


The next annual meeting of the New Hampshire 
Medical Society will be held at the Hotel Carpenter 
in Manchester, New Hampshire on May 26 and 27, 
1936. 

Please notice the change in dates. 


MAINE NEWS ITEMS 


CENTRAL MAINE GENERAL HOSPITAL 
LEWISTON, MAINE 


Graduate Teaching Clinics were held November 
15, 1935, and December 20, 1935. At the November 
15 clinic there were case presentations from 9:30 
A.M. to 12 noon, led by Dr. J. C. Aub; 2:30 P.M. to 
5 P.M. ward walks and talks and case discussions, 
and at 8 P.M. a paper by Dr. Aub on Diets. At the 
December 20 clinic the discussions were led by Dr. 
W. R. Morrison of Boston, who presented as the 
evening paper Bleeding Ulcers of the Stomach. 

Coming clinics are announced as follows: 
January 24, 1986—Dr. S. J. Thannhauser: Functional 

Tests in Dietary Treatment of Liver Disorders. 

Dr. Joseph Pratt: The Neuroses. 

Dr. Jacob Schloss: Newer Methods in Diagnosis 

of Gastric Diseases. 

February 28, 1936 — Dr. William C. Quinby: Daily 
Problems in the Treatment of Patients with 
Genito-Urinary Disturbances. 

March 27, 1936 — Dr. William B. Castle: Medical 
Aspects of Diseases of the Colon. 

April 17, 1986—Dr. Soma Weiss: The Clinical Use 
oi Sedatives, with Particular Reference to the 
Barbituric Acid Derivatives. 

May 22, 1936—Dr. Otto J. Hermann: Some Aspects 
of the Management of Fractures. 


On November 27, 1935, a regular meeting of the 
Sagadahoc County Medical Society was held in 
Bath, Maine. The paper of the evening was read 


by Dr. Edward H. Risley of Waterville, Maine. 
The subject was The Treatment of Postoperative 
Complications, with Especial Reference to the Use 
of the Duodenal Tube. 

; Epwarp H. Ristey, M.D. 


THE CONTROL OF PNEUMONIA 


Six men, representing six important organizations 
engaged in promoting the people’s health, left a 
meeting in Center Street, New York, recently, after 
having made plans for the control of pneumonia in 
New York State. Passers-by would not have given 
them a second look—they were quite ordinary look- 
ing men. Their discussion raised hope of saving 
3,000 lives per year. As they stood for a moment 
on the corner, a siren screamed, and the gas com- 
pany’s emergency wagon rushed past to resuscitate 
an asphyxiated victim. One life—much excite- 
ment; 3,000 lives, no fuss. 

Joining hands for a state-wide organized attack 
on pneumonia are the following: The Medical 
Society of the State of New York, the New York 
State Department of Health, the Metropolitan Life 
Insurance Company, the Commonwealth Fund and 
the New York State Association of Public Health 
Laboratories. The Rockefeller Institute is codperat- 
ing in an advisory capacity. One of the weapons in 
the attack on this disease will be informing the 
general public that a case of pneumonia is just as 
much an emergency as asphyxiation, and, if a siren 


is not blown, it should be. 
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THE TREATMENT OF THE POSTHERPETIC NEURALGIAS 


BY CHARLES METCALFE BYRNES, M.D.* 


HERE are few types of neuralgia which offer 

greater therapeutic difficulties or in which 
the choice of effective treatment demands so ac- 
curate a knowledge of anatomy as do certain 
forms of the postherpetie neuralgias. 


Antineuralgic drugs and the various forms 
of physical therapy employed in the treatment 
of herpes zoster are of little service in the residu- 
al neuralgias. Although Rugeles' and Phillips 
and Morginson? have obtained prompt relief 
of the acute attack by the use of sodium iodide, 
I have found it of no benefit in the chrome 
neuralgias. Pituitrin, also a popular remedy in 
the acute disorder. has no effect upon the late 
neuralgias. Ravaut’ finds autohemotherapy 
helpful in both the acute and chronic affection. 

The statement by Lhermitt, that a history or 
laboratory evidence of syphilis is obtained in 72 
per cent of the cases of zoster, has been respon- 
sible for the adoption of antiluetic therapy, and 
there are records of its apparent efficacy in acute 
zona, although the Wassermann test was nega- 
tive. Milian‘ claims to have relieved a_post- 
herpetic neuralgia with four intravenous doses 
of salvarsan, but the drug was quite ineffec- 
tual in one of my patients with lumbosacral 
neuralgia of this type. 

Physical therapy in the form of electricity, 
heat, light and baths has its advocates. Stowell’ 
recommends the galvanic current and the mild 
static spark. Keichline®, after three radiations 
of the gasserian ganglion, ten days apart. claims 
to have completely relieved a neuralgia of four 
weeks’ duration. Bailey’ finds the x-ray most 
effective when used shortly after the appear- 
ance of the eruption, but sometimes beneficial 
in the chronie affection. List* has also obtained 
good results from its use, although diathermy 
is now more popular. Louste and Juster® have 
found the mereury-quartz lamp of benefit. 
Pyrexia is said to possess no merit. 

Notwithstanding Bailey’s statement that post- 
herpetic neuralgia ‘‘is not susceptible to surgi- 
cal relief’’, there is some evidence that even 
peripheral interruption of the nerve impulse is, 
at times, an effective measure; but inasmuch as 
the lesion is situated in the ganglion, it is diffi- 
cult to account for the relief which is sometimes 
obtained from the peripheral operation. Never- 
theless, Wilfred Harris notes that posterior 
rhizotomy is not always successful. 

Inasmuch as one or more spinal as weil as 
the homologous cranial nerve ganglia may be 
simultaneously affected by the herpetic virus. a 
special knowledge of anatomy is sometimes es- 
sential in order to adopt an effective operative 


*Byrnes, Charles M.—Associate in Neurology, Johns Hopkins 
University School of Medicine. For record and address of author 


see ‘“‘This Week's Issue,’’ page 128. 


procedure. It is, therefore, desirable to con- 
sider the postherpetic neuralgias according to 
their anatomical distribution. 


POSTHERPETIC TRIGEMINAL NEURALGIA. The 
ophthalmie and maxillary branches are most 
commonly affected. Drugs and the various 
forms of electrical treatment often afford only 
temporary relief and the radical operation upon 
the sensory root is not always successful. Ad- 
son’? found total division of the root ineffectual 
in two cases, and a third patient was only part- 
lv benefited. Aceording to Bailey, Peet also 
failed to procure relief by this procedure. Pat- 
rick" has relieved pain by the injection of aleo- 
hol into the supra-orbital nerve, and Ely! has 
had a like experience. The uniform success | 
have experienced with the superficial and deep 
injections of alcohol into the trigeminal nerve 
or ganglion in a large number of eases of tic 
douloureux encouraged the adoption of this 
method of treating the postherpetic neuralgias. 
It is well to inform the patient, however, that 
the affection is quite different from major neu- 
ralgia and that the injection is not uniformly 
successful. The following clinical records indi- 
cate, however, that the method possesses some 
merit. 


Cc. F. B., male, aged sixty-five, referred April 2, 
1918, had suffered, several years previously, from 
herpes ophthalmicus gangrenosus of the right fore- 
head. <A few scattered vesicles appeared also on 
the right cheek below the eye. The neuralgia was 
largely confined to the forehead but, during a severe 
attack, often radiated into the cheek and upper lip. 
He was then taking as much as forty grains of 
acetanilid daily, but this had only made his suffer- 
ing “endurable”’, and continued use of the drug had 
resulted in a secondary anemia and marked cyanosis 
of the lips and fingertips. 

Alcohol injection of the supra-orbital and infra- 
orbital nerves produced the desired anesthesia in 
their respective cutaneous fields; but the custom- 
ary edema was responsible for a dull, aching pain 
over the forehead; this persisted until the swelling 
subsided, but there were no further neuralgic at- 
tacks. Two months later the patient wrote as fol- 
lows: “While I am never entirely free from pain 
over my right eye, it is so mild that if I am reason- 
ably entertained I forget about it. I take no med- 
icine. I have less pain now than I had when I was 
taking forty grains of acetanilid daily. The relief 
your treatment gave me was very great.” A letter 
from his wife in March, 1935, stated that the patient 
died in 1932, fourteen years after treatment, and 
that “he felt that you had saved him years of pain, 
although he was never entirely free from _ head- 
aches”. 


A. P., male, aged eighty-four, referred April 4, 
1928 by Dr. G. Timberlake, of St. Petersburg, Fla., 
because of “pain over the left forehead and in the 
left cheek”. The neuralgia, which had followed an 
attack of herpes ophthalmicus three years previously, 
occurred spontaneously or was initiated by a light 
touch upon the forehead or a sudden change in 
atmospheric conditions. 
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Although alcohol injection of the supra-orbital 
nerve produced the desired anesthesia, the marked 
edema of the eyelids and ecchymosis into the soft 
tissues caused much local discomfort from which the 
patient had not recovered when he was discharged 
from the hospital; but the forehead could now be 
touched lightly or rubbed vigorously without in- 
ducing the neuralgia. He reported two weeks later 
that the swelling had not entirely disappeared and 
that. although the spontaneous pain persisted, he 
could still touch the forehead without causing dis- 
comfort. A month later he felt that he had experi- 
enced little or no relief. No further reports were 
received. 


W. H. M., male, aged sixty-seven, suffered an at- 
tack of herpes zoster gangrenosus of the forehead 
several years before he was referred to me by Dr. 
James Bordley of Baltimore, April 29, 1913. The 
neuralgic attacks were then confined to the right 
supra-orbital nerve, and had lately become more 
frequent and of greater intensity, notwithstanding 
the continuous use of a variety of analgesic drugs. 

Through a curved needle, alcohol was injected 
into the supra-orbital nerve at its superficial exit 
and for a distance of one cent@meter along its intra- 
orbital course. Although the forehead became anes- 
thetic, the edema was such that the eye could not 
be opened for several days, and during this period 
there was a continuous, dull, aching pain in the 
eye and forehead; but the sharp neuralgic attacks 
had ceased. As the swelling subsided the pain 
diminished in intensity and, although it did not 
cease entirely, he left the hospital more comforta- 
ble than he had been in years and able to dis- 
pense with all medication. Two months later he 
was still enjoying this degree of relief. No further 
report was received and my letter of March, 1955 
remains unanswered. 


P. C. MeN., female, aged fifty-five, was referred 
by Dr. H. H. Hampton of Chattanooga, Tenn., No- 
vember 20, 1922, because of postherpetic neuralgia 
of the left supra-orbital nerve. Injection of the nerve 
with alcohol produced the usual edema of the lids 
and complete numbness of the forehead as far as 
the vertex. 

A letter from the patient’s daughter, three years 
after treatment, stated that “the injection you made 
for mother in November, 1922, relieved the pain, I 
hope, permanently”, but July 27, 1928 she wrote, 
without giving the date, that “the neuralgia re- 
turned sometime previously”. It is not unlikely that 
reinjection of the nerve would have procured an- 
other interval of relief. 


G. F. R.. female, aged seventy-four, was referred 
May 11, 1921 by Dr. G. Timberlake. Three years 
previously she had had herpes on the left cheek, 
part of the nose and, to a lesser degree, on the fore- 
head. Since then, there had been persistent neu- 
ralgic attacks confined almost entirely to the cheek, 
lip and nose. In 1930, Dr. X. attempted to inject 
the supra-orbital and infra-orbital nerves with al- 
cohol, but the desired numbness was not obtained 
and there was no relief from the pain. After warn- 
ing her that peripheral operations of this charac- 
ter are not always successful, I made a deep in- 
jection of alcohol, May 13, 1931, into the left max- 
illary nerve as it leaves the foramen rotundum. 
This was followed by complete anesthesia in the 
peripheral distribution of the nerve and relief of 
the neuralgic attacks. Within a few days the im- 
mediate effect of the injection had largely sub- 
sided, and six weeks later she was still free from 
pain; but “sometime thereafter” the attacks re- 
curred and neurectomy then relieved the condition 
until the patient’s death several weeks later. 


W. I. W., male, aged sixty-four, referred July 26, 
1926, by Dr. Jonas Friedenwald of Baltimore, be- 
cause of “neuralgic attacks in the left brow, eye, 
nose and cheek”. His physician, Dr. F. B. Hines, 
of Chestertown, Md. stated that four weeks pre- 
viously a vesicular, herpetic eruption had appeared 
on the patient’s left brow and extended gradually 
as far upward as the vertex. <A few well-defined 
vesicles were later noted on the left half of the 
soft palate and on the buccal surface of the left 
cheek; the lesion on the brow had then become 
gangrenous. There appeared upon the trunk a few 
scattered vesicles which Dr. Hines regarded as char- 
acteristic of chickenpox. 

The neuralgia was confined to the left forehead, 
eye and nose; the forehead and ear were hyper- 
sensitive to touch; and “electric shocks’, but no 
actual pain, were occasionally experienced in the 
left upper lip. 

The supra-orbital and the infra-orbital nerves were 
injected with alcohol at their respective superficial 
foramina. Both cutaneous fields became completely 
anesthetic, and there was marked edema of the soft 
tissues about the eye and cheek; this, no doubt, 
accounted for the few mild paroxysms of pain in 
the forehead the following day. A month later, Dr. 
Hines repoited that there had been no return of the 
neuralgia, and that it had not been necessary to 
administer any drugs. My letter of March, 1935, 
was answered by a member of the patient’s fam- 
ily who merely stated that the pain returned some- 
time before his death in 1934. 


PostHERPETIC In 1907 J. Ramsey 
Hunt studied the oceurrence of facial palsy ac- 
companied by a_ vesicular eruption on the 
tympanum, external auditory meatus, and part 
of the concha. He attributed the syndrome to 
herpetic inflammation of the geniculate ganglion 
and designated this eutaneous area as its zoster 
zone, Tympanie neuralgia or tie douloureux 
of the tympanum and herpes zoster oticus, with 
or without facial palsy, have, aceordinely, be- 
come generally regarded as a geniculate ganglion 
syndrome, but IT have never been willing to ae- 
cept this purely clinical revision of the anatomy 
of the facial nerve. 

In a preliminary study™ of a series of ana- 
tomical dissections of the geniculate ganglion 
and its connections I found no evidence of its 
cutaneous representation in the field designated 
by Hunt, and then predicted that his teaching 
would lead to section of the nervus intermedius 
for the relief of these so-called geniculate 
ganglion neuralgias. During the course of fur- 
ther dissections, Mills"! and Kidd" so fully an- 
ticipated my conclusions that the result of my 
additional studies was not submitted for publi- 
cation. 

It is possible that axones from the geniculate 
ganglion might reach its so-called zoster zone 
through a communicating branch with the small 
superficial petrosal nerve, thence to the otie 
ganglion and its connection with the auriculo- 
temporal division of the trigeminal nerve. This 
communicating branch may arise directly from 
the ganglion or from the great superficial pe- 
trosal nerve, but there is no proof that it re- 
ceives any fibres from cells of the geniculate 
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ganglion. Moreover, axones from the geniculate 
ganglion might be conveyed to the posterior wall 
of the external auditory meatus through the 
trunk of the facial nerve and its anastomosis 
with the auricular branch of the vagus, but 
clinical evidence does not confirm this opinion, 
and in teased microscopic dissections of the gen- 
iculate ganglion I could trace none of its axones 
into the small superficial petrosal nerve or into 
the trunk of the facial nerve. 

Clark and Taylor” later excised the geniculate 
ganglion for the relief of tympanic neuralgia. 
The pain ceased immediately, but recurred 
twelve days after the operation and was then 
relieved for five months. Cutaneous sensibility 
of the face and ear was unchanged. Mills, in 
commenting upon the operation, stated that the 
relief of pain was no proof of the presence of 
sensory fibres in the facial nerve and that ‘‘the 
effects of decompression in such cases must not 
be overlooked’’. 

Recently, Maybaum and Druss”’ have had the 
rare opportunity to study the pathology of the 
facial nerve in a typical case of herpes zoster 
oticus. The geniculate ganglion showed the 
characteristic herpetic lesion, but the gasserian 
ganglion revealed no abnormality. Although 
the eruption was in the zone usually assigned 
to the ninth and tenth cranial nerves, the ganglia 
of these nerves were not examined. This is no 
proof, then, that the herpes in this case was 
due to the lesion in the geniculate ganglion. 


A noteworthy clinical study of tympanic 
plexus neuralgia has recently come from Reich- 
ert}®. His original plan contemplated section 
of the nervus intermedius, but during the op- 
eration, under local anesthesia, it was noted that 
manipulation of the facial nerve and the nervus 
intermedius failed to reproduce the neuralgia. 
Tension upon the glossopharyngeal nerve, how- 
ever, invariably induced the characteristic 
paroxysm; section of the nerve so as to include 
its tympanic branch produced immediate re- 
lief. Four months later the patient was still 
free from pain. 


The generally accepted teaching of anatomists 
that this so-called zoster zone is innervated by 
the auricular branch of the vagus, the auriculo- 
temporal branch of the trigeminal, and the 
tympanie branch of the glossopharyngeal should 
not be disregarded when considering the sur- 
gical treatment of these postherpetie neuralgias, 
In case the eruption has subsided it might be 
difficult, in so small an area, to determine the 
exact location of the pain. As a palliative meas- 
ure and diagnostic aid, novocaine injections are 
sometimes of service. Skillern’® procured tem- 
porary relief by the injection of novocaine into 
the tympanum and superficial branches of the 
auriculotemporal nerve. The auricular branch 
of the vagus might also be infiltrated through 
the stylomastoid foramen. Having thus deter- 


mined the offending nerve, more lasting relief 
might be secured from a deep injection of al- 
cohol into the auriculotemporal nerve or into the 
stylomastoid foramen. If, however, the pain is 
confined to the tympanum the operation of 
Reichert should be the procedure of choice; and, 
in case all three nerves are affected, the section 
should inelude also the adjoining posterior roots 
of the vagus and, perhaps, a portion of the 
sensory root of the gasserian ganglion. There is 
no anatomical foundation for the injection of 
Meckel’s ganglion for the relief of these neural- 
gias, and Fenton? found this procedure as well 
as pericarotid sympathectomy ineffectual. 


POSTHERPETIC NEURALGIA OF THE CERVICAL 
NERVE. Because of the generous admixture of 
motor fibres in the cervical plexus, peripheral 
operations should be confined to the purely sen- 
sory nerves, and paravertebral injections of de- 
structive chemical substances limited to one or 
two segments. Diathermy is said to be of some 
benefit. In the following clinical abstracts, the 
prompt relief obtained from alcohol injections 
of the nerve recommends it as a procedure of 
first choice and certainly one to be adopted be- 
fore resorting to more radical operative meas- 
ures. 


Cc. O. R., male, aged sixty-five, complained on 
June 9, 1928 of “shooting pains in the back of the 
head and neck, and behind the ear on the right 
side”. The neuralgia had followed an attack of 
herpes in this region four weeks previously and im- 
plicated especially the small occipital, the great 
auricular, and the great occipital nerves. The first 
two nerves were injected with alcohol as they emerge 
from the posterior border of the sternomastoid mus- 
cle, and the great occipital as it pierces the tendon 
of the trapezius muscle. The entire cutaneous field 
became anesthetic and the neuralgia was promptly 
relieved, but replaced by a dull, aching sensation 
experienced only on cold, rainy, or windy days. There 
was no return of the neuralgia during the three re- 
maining years of the patient’s life. 


J. C. O., male, aged sixty, referred July 1, 1935, 
had suffered four months previously from herpes 
zoster on the left side of the neck. The eruption 
had involved the posterior surface of the left auricle, 
the left occiput, and the entire left half of the neck, 
anteriorly as far as the mid-line and inferiorly as 
low as the clavicle. Since then, the neuralgia has 
persisted as a burning stabbing pain which radiates 
from a spot two cm. below the tip of the mastoid 
upward to the posterior auricular surface and occi- 
put, and downward to the clavicle throughout its 
entire extent. July 3, 1935, the superficial ascend- 
ing and descending cervical nerves were injected 
with alcohol as they emerge from the posterior bor- 
der of the sternomastoid muscle. The sensory do- 
main became anesthetic and the pain was at once 
relieved. The left great occipital nerve was then 
injected as it pierces the aponeurosis, and the pa- 
tient was discharged four days later entirely free 
from neuralgia. A letter one month later stated 
that he had no return of the pain. 


PosTHERPETIC INTERCOSTAL NeEuRALGIA. Al- 
though the thoracic nerves are ‘‘mixed’’, the 
destruction of even several segments is not pro- 
ductive of any appreciable motor disability and 
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because of its simplicity and safety, paraverte- 
bral injection of aleohol might be done with 
reasonable assurance of relief. Even though it 
is not always certain that the injection can be 
made into the affected ganglion, the procedure 
is sometimes effective. Inasmuch as posterior 
rhizotomy is not always successful, cordotomy 
Should be the operation of choice. Recently, 
Dogliotti*', Stern**, and Greenhill and Schmitz”? 
have relieved persistent pain in the lower tho- 
racic and lumbosacral nerves by the subarach- 
noid injection of aleohol, and Dogliotti has used 
the method with success in one ease of post- 
herpetic intercostal neuralgia. The procedure 
is, in reality, a chemical rhizotomy. The injec- 
tion is made with the posture of the patient 
such as to place the posterior roots uppermost, 
when the alcohol, being of lighter specifie grav- 
ity than the spinal fluid, ascends to this upper 
level where it is said to affect the sensory roots 
alone. The method is not without danger and 
should be employed only by those skilled in this 
technique. 


NEURALGIA OF THE LuMBo- 
SACRAL Nerves. Because of the large and im- 
portant motor component of these nerves, neu- 
rectomy and paravertebral injections have, here, 
a restricted use. Alcohol might be safely in- 
jected into the first, second and third lumbar 
intervertebral foramina, but below this level the 
injection of even one foramen is likely to cause 
undesirable motor complications. 

Peripheral interruption of the afferent path 
in the neuralgias of this region offers many dif- 
ficulties and is rarely successful. Various meas- 
ures were ineffectual in one of my patients suf- 
fering from neuralgia of the first, second and 
third sacral nerves. Injection of alcohol into 
the first sacral foramen produced numbness of 
the heel and part of the tendon Achilles, but 
failed to relieve the pain. Because of the like- 
lihood of implicating the bladder and _ rectal 
sphincters, the second and third sacral segments 
were not injected. Epidural injections of novo- 
caine followed by 60 ce. of normal salt solution 
failed to procure any appreciable relief, and in- 
filtration of the sciatic nerve with novocaine 
and salt solution was also unsuccessful. Sal- 
varsan, sodium iodide, and pituitrin had no 
effect upon the pain and, because of the pa- 
tient’s advanced age, subarachnoid injection of 
aleohol and cordotomy were not recommended. 

Thus, although the postherpetic neuralgias 
are particularly resistant to medical and surgi- 
cal treatment, the statement that they are not 
susceptible to surgical relief does not seem war- 
ranted. 

Drugs and other measures used in the treat- 
ment of the acute attack are of little use in the 
chronie neuralgias. Diathermy and the x-ray 
are said to be of some value. 

Although the lesion is in the ganglion, periph- 


eral interruption of the nerve impulse by the 
injection of alcohol procures relief with suffi- 
cient frequency to warrant its adoption before 
resorting to more radical measures. Should this 
be ineffectual, paravertebral injection of al- 
cohol, in suitable cases, might be practiced. 
Inasmuch as posterior rhizotomy is often un- 
successful, the subarachnoid injection of alcohol 
in the thoracic and lumbosacral neuralgias 
seems preferable to root section and should be 
practiced before recommending cordotomy. 
That the geniculate ganglion is subject to in- 
vasion by the herpetic virus, and that the le- 
sion might secondarily implicate the facial nerve 
with the production of a facial palsy rest upon 
clinical and pathological demonstration. There 
is no proof, however, that the herpes oticus, 
which may occur independently or accompany 
the facial palsy, is due to the geniculate ganglion 
lesion, and I am of the opinion that, in this 
syndrome, the herpes is due to simultaneous in- 
volvement of the ganglia of the vagus, glosso- 
pharyngeal, or trigeminal nerves. Thus, relief 
of these postherpetice otalgias is not likely to 
be procured through operations upon the gen- 
iculate ganglion or the nervus intermedium. 
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THE HINTON TEST* 


Il. 


Its Clinical Value 


BY AUSTIN W. CHEEVER, M.D.t 


LL who have been dealing with syphilis for 
a number of years have come to realize the 
inadequacies of the Wassermann test. Although 
this has been one of the greatest diagnostic 
aids in the whole field of medicine, yet in the 
latent and late stages when the greatest de- 
pendence must be placed on a blood test, it fails 
us in a fairly high percentage of cases. Conse- 
quently, the greater delicacy of the Hinton test 
is of great value to those who use it, especially 
since this greater delicacy has not been at the 
expense of dependability, for false positive Hin- 
tons are definitely fewer in number than false 
positive Wassermanns or Kahns. 


The following is a report of my personal ex- 
perience in private practice with the Hinton test 
since its inception in 1927. Hospital cases have 
been omitted as they were found simply to aug- 
ment the numbers. Only the eases of patients 
who have had the Wassermann, Kahn, and Hin- 
ton tests made simultaneously have been includ- 
ed in this study; otherwise, there has been no 
selection. Some eases, therefore, date as far 
back as 1918 and would be expected to have 
completely negative tests, while others are very 
recent and are still under intensive treatment. 
The comparative results of the tests are given 


9 


Groups 2 and 3, totaling forty-eight cases, 
show the superiority in sensitivity of the Hinton 
as compared with the Wassermann, and group 
3 (twelve cases) the superiority of the Hinton 
and Kahn over the Wassermann, the Kahn being 
somewhat more sensitive than the Wassermann. 
No single blood test as yet available is quanti- 
tative, bnt the use of the three tests at the same 
time gives a sort of quantitative measure which 
the average patient can understand, and he 
can be made to feel definitely encouraged when 
one or two of the tests have become negative 
aud so be persuaded to continue treatment if 
the physician feels that it is necessary. 

One case in point is M. W. with early syph- 
ilis in March, 1931, with all three tests positive. 
After regular intensive treatment, in Novem- 
ber, 1931, the patient showed Wassermann and 
Kahn negative, only the Hinton remaining pos- 
itive. In March, 1933, the Hinton was doubt- 
ful, and in September of that vear, the Hinton, 
also, became negative. This greater persistence 
of positivity of “the Hinton made it possible to 
keep the patient under treatment almost two 
years longer than would have been probable 
had the Wassermann alone been used. Not all 
cases are ideal as this one, because now and then 


one or more tests may become positive after 


TABLE 1 
COMPARATIVE RESULTS OF BLoop Tests on 143 CASES oF TREATED SYPHILIS 
Group 1 2 3 4 5 
Kahn — + + or + 
Hinton + ors + + 
Totals 74 36 12 19 2 143 


in table 1 which shows the results of the latest 
blood examination. 

Group 1, consisting of cases with all three 
tests negative, totals seventy-four, approxi- 
mately one-half of the cases studied. These all 
oceur in patients who have had considerable 
treatment. This is an answer to the question 
raised when the Hinton test first began to be 
used as to whether it is not so delicate that it 
might be expected to remain always positive. 
Most of these patients who have reached this 
stage have had, for varying periods, positive 
Hinton tests while one or both the Wassermann 
and Kahn had become negative. In other 
words, they have passed through the same con- 
dition as those shown in groups 2 and 3. 

*Read before the Fifth Congress of the Pan-American Medical 
Congress, March 14-30, 1934. 


+Cheever, Austin W.—Assistant, Department of Dermatology 
and Syphilology, Harvard University Medical School. For record 
and address of author see ‘‘This Week’s Issue,"’ page 128. 


having been negative, but there is usually a 


strong tendency toward this type of progressive 
improvement. 

In group + (nineteen cases) where all three 
tests are positive there is represented obviously 
a group of patients whose treatment to the pres- 
ent has been inadequate, or who fall into the 
eroup of the seropositive. 

As a laboratory aid during treatment, the 
Wassermann test with only nineteen positives 
in the 148 cases falls far behind the Hinton 
which shows forty-eight additional (sixty-seven 
total) positive reactions. In other words, the 
efficacy of the Hinton in this group of cases 
is three and one-half times that of the Wasser- 
mann. The Kahn reaction was somewhat better 
than the Wassermann in that it gave fifteen 
more positive cases (total thirty-four), making 
it about one-half as sensitive as the Hinton. 


There were only two cases with a negative 
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Hinton in the face of any other positive. These 
were two isolated doubtful Kahns. It is pos- 
sible that these are truly false positive Kahns 
as the spinal fluid in both instances was nega- 
tive and all three tests had previously been 
negative for six years. 

One-half of these cases have had tests of the 
spinal fluid made. In no instance was there 
any positive spinal fluid finding in the face of 
a negative blood Hinton test. This agrees 
with findings of Hinton and Berk’. who com- 
pared the blood and spinal fluid in 787 cases 
of syphilis, and found not a single instance of 
definite pathology in any spinal fluid where the 
blood Hinton was negative, although in fifteen 
cases the Hinton was negative and the spinal 
fluid doubtfully positive. 

It is obvious that the figures will be some- 
what different when the tests are used for de- 
tecting unsuspected syphilis. For the purpose 
of comparison, | am adding some unpublished 
figures of Hinton’s. 


a group of 1110 patients in whom syphilis 
seemed extremely unlikely. 

Jn certain cases the Hinton test is of extreme 
importance in arriving at a correct diagnosis as 
in the following case. <A patient whose only 
complaint was a slight feeling of tightness in 
the chest and the knowledge of the death of 
one or two of his friends from angina pectoris 
consulted a leading diagnostician whose opin- 
ion was that the patient was overtired and was 
smoking too much. A routine blood test was 
done and the Hinton was positive and the Was- 
sermann negative. A subsequent history was 
obtained of gonorrhea many years earlier, but 
no syphilis had been suspected though the at- 
tending physician had noted that there was 
some hardness about the meatus. It is probable 
that there was an unnoted meatal primary and 
the picture puzzle is now complete: a probable 
meatal primary, a positive Hinton and symp- 
toms consistent with aortitis. The prognosis 


TABLE 2 
COMPARATIVE RESULTS IN 4864 CONSECUTIVE ADMISSIONS TO SELECTED HosprrALsS IN MASSACHUSETTS 
Total Positive Percentage Positive Percentage 
Number Wassermann of Positive Hinton of Positive 
Examined Wassermann Hinton 
Cancer cases 3198 129 4.03 204 6.37 
Tuberculosis cases 475 15 3.15 34 7.15 
Pregnancy cases 1191 8 0.67 16 1.34 
Total 4864 152 3.12 254 5.22 


In a total of 4864 blood tests routinely taken 
in groups of cancer, tuberculosis, and pregnancy 
patients, 152 (3.12 per cent) positive Wasser- 
mann reactions were found as compared with 
254 (5.22 per cent) positive Hintons. This 
shows a marked superiority of the Hinton over 
the Wassermann in detecting unsuspected syph- 
ilis. 

When the Hinton test first became available 
for use the question was immediately raised as 
to whether the increased delicacy would not be 
accompanied by a great increase in the number 
of false positives;.in other words, if the test 
were not going to be too delicate for practical 
use in diagnosis. This figure of 1.34 per cent 
of positive Hinton tests in as large a number 
of pregnant women as 1191 can scarcely be ex- 
pected to contain many false positives. Mugrage* 
has recently published figures on a group of 750 
positive Hintons in which he found one false 
positive. Cheever and Splaine* found what ap- 
peared to be two false positive Hintons as com- 
pared with seven false positive Wassermanns in 


under antisyphilitie treatment at this time 
should be excellent whereas it would have been 
very poor had the condition gone on to the 
point of clinical recognition. 


Summary. It has been shown that in a group 
of 143 patients with treated syphilis, the Hin- 
ton has proved to be twice as efficacious as the 
Kahn and three and one-half times the Was- 
sermann. In detecting unsuspected syphilis in 
a group of approximately 5000 cases of cancer, 
tuberculosis, and pregnancy, the Hinton was 
found to be nearly twice as efficacious as the 
Wassermann. False positive Hintons are shown 
to be extremely few in number. 
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THE TREATMENT OF ARTHRITIS WITH GOLD SALTS* 


BY ROBERT TITUS PHILLIPS, M.D.{ 


OLD salts were introduced as a method of 

therapy in arthritis by Forestier in 1928. 
This investigator has published several papers on 
this subject, the latest! reporting his experience 
with this method on over five hundred and fifty 
eases during the past six years. In a series of 
twenty eases studied in the Out-Patient Arthri- 
tis Clinie of the Boston City Hospital from Oc- 
tober, 1934, to June, 1935, reactions were found 
to be so frequent and, in several cases, so dis- 
tressing that a note of caution in the handling 
of this drug seems indicated. 

The aurothiomalate of sodium (Myochry- 
sine)+ was used in our clinic, according to the 
technique described by Forestier. Our patients 
ineluded nine with atrophic arthritis, eight with 
hypertrophie, two with peripheral neuritis, and 
one with subdeltoid bursitis. Treatments were 
earried out at weekly intervals. <A total of 
162 intramuscular injections were given, an av- 
erage of eight per patient. The largest number 
given one patient was twenty-four. 

Dosage was started with 0.050 Gm. Injec- 
tions were made in the deltoid, at first; later 
in the buttock. Subsequently, in half the cases, 
the dose was reduced to 0.020 or 0.010 Gm. 
beeause of unfavorable reactions. A few pa- 
tients tolerated doses of 0.100 Gm. without 
toxic symptoms. In no ease was a greater 
amount given. Occasional injections with nor- 
mal salt solution readily convinced us that the 
patients knew when Myochrysine was omitted. 

Six patients received a total exceeding 1.50 
Gm. The series was finally discontinued be- 
cause of the increasing number of unpleasant 
responses, evidence of improvement being in- 
frequent or uncertain. 

Sedimentation rates according to the Wester- 
gren method were repeatedly done on all pa- 
tients. Significant: changes in sedimentation 
time were not observed. 

Of the twenty patients, six, including two 
with atrophic, two with hypertrophic, and two 
with peripheral neuritis, reported subjective 
improvement. Another group of six refused 
further treatment because they claimed it made 
them worse. This latter group, together with 
the eight remaining patients, all experienced 
local or generalized reactions. 


REACTIONS 


The various types of reactions which this 
writer believes are attributable to gold therapy 
include the following: 


*From the Arthritis Clinic, Boston City Hospital; the De- 
partment of Medicine, Tufts College Medical School and the 
First and Third (Tufts) Medical Services, Boston City Hos- 
pital. 

+The Myochrysine used in this study was supplied by Merck 
& Co. 
tPhillips, Robert T.—Instructor in Medicine, 
Medical School. 
Week's Issue,”’ 


Tufts College 
For record and address of author see “This 
page 128. 


Headache 

Dizziness 

Sleepiness 

Tinnitus 

Fever 

General malaise 

Loss of weight 

Nausea 

Epigastric distress 

Vomiting 

Pruritus 

Dermatitis with vesicle formation, especially 
on the hands, fingers, forehead, and the 
buccal mucous membrane 

Anesthesia of the tongue 

Sore tongue 

Jaundice 

Local swelling with formation of hard pain- 
ful lumps at site of injections 


CASE NOTES 


A. G. Aged thirty-eight. 
Rheumatoid arthritis. Spine and shoulder 
girdle. Two years’ duration. Blood sedimentation 
rate, 46. Thorough investigation during a six-week 
hospital admission revealed no serious organic path- 
ology. Following the third injection of Myochrysine, 
developed extreme jaundice, with loss of five pounds 
in one week. Nausea and vomiting. Forced to re- 
main in bed two weeks. Symptoms improved in one 
month with injections of normal saline solution. 


Case 2. M. F. Aged forty-eight. Eleven treat- 
ments. Rheumatoid arthritis. Six years’ duration. 
Fusiform swelling of hands, fibrous ankylosis of 
wrists and left elbow. Blood sedimentation rate, 28. 
After the fourth treatment, headache, epigastric dis- 
tress, general malaise. Refused further treatment 
when generalized pruritus followed eleventh injec- 
tion. 

Case 3. D. G. Aged forty. 
ments. Rheumatoid arthritis (Striimpell-Marie). 
Five years’ duration. Blood sedimentation rate, 14, 
Hard lump at site of injections. No improvement. 


Case 4. J. W. Aged twenty-nine. 
ments. Rheumatoid arthritis. 


CasE 1. 
ments. 


Three treat- 


Twenty-four treat- 


Nineteen treat- 
Fusiform fingers. 


Case 4. J. W., showing lesions characteristic of typical 
psoriasis which developed following intramuscular injections 
of gold salts. This patient, prior to treatment, never suffered 
from skin lesions of any kind whatever. 
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Ankylosis of right elbow and two fingers. Two 
years’ duration. After eighteenth treatment, approxi- 
mately fifty slightly elevated, brownish-red, maculo- 
papular lesions, two to ten millimeters in diameter, 
appeared upon the abdomen. Sore tongue with ves- 
icles on upper gums. Felt improved on Myochrysine 
and desired to continue. Dose cut down, but rash 
persisted, scon manifesting itself as typical psoriasis, 
persisting and spreading under the breasts and on 
the abdomen. This patient repeatedly stated that 
the Myochrysine diminished the pain and stiffness. 
The skin lesions have continued without change. 


Case 5. T. H. Aged forty-five. Eight treatments. 
Peripheral neuritis, left arm. Ten years’ duration. 
Blood sedimentation rate, 14. Symptom-free with 
complete recovery after eight injections. 


Case 6. D. R. Aged forty-eight. Six treatments. 
Rheumatoid arthritis. Blood sedimentation rate, 15. 
Pain and swelling of hands. Six months’ duration. 
Developed rash on forehead and generalized pruritus 
which readily subsided. Swelling and pain at site 
of injections. Felt definitely improved on treat- 
ments. 


CasE 7. B. M. Aged forty-one. Sixteen treat- 
ments. Osteoarthritis. Blood sedimentation rate, 9. 
Pain in both knees and neck. Four months’ duration. 
Headache, nausea, buzzing in the ears following sec- 
ond injection. Lump in arm at site of injections; 
also in buttock after each treatment. Complained 
of tongue going to sleep since being on treatment. 
No improvement. This patient had a strongly posi- 
tive Wassermann and after antiluetic therapy was 
instituted, her joint symptoms rapidly subsided. 


DISCUSSION 


The French writers emphasize the necessity 
of long-continued treatment with gold salts, ice., 
at least two series totaling 1.50 grams each, 
with an interval of several weeks. It is sug- 
gested that this type of therapy should be con- 
tinued at least one or two years in a manner 
comparable to that pursued in antiluetic treat- 
ment. I am of the opinion, however, that even 
with small doses of gold salts, the untoward 
reactions apparently exhibited by many pa- 
tients constitute a hazard which should make 


us extremely cautious in undertaking a thera- 
peutic program based on the use of gold salts. 
In view of the uncertainty which attends our 
knowledge of the exact manner in which gold 
operates in the human economy, it would appear 
that the more rational approach to the relief of 
arthritis is through a program based upon a 
restitution of what Pemberton’ has so succinct- 
ly termed the patient’s ‘‘physiologie equilib- 
rium’’, Such a program, embodying as it does 
‘‘wide-angled vision’’ in the consideration of 
the varying factors which seem best calculated 
to achieve results in the treatment of this vast 
family of diseases known as rheumatism, has 
recently been published’. 


CONCLUSIONS 


1. Observations on the treatment with gold 
salts of twenty patients suffering from various 
forms of arthritis are reported. 

2. Fourteen patients responded poorly to 
this method of therapy. The various types of 
untoward reactions are enumerated. 

3. I believe the hazard to the patient treated 
with gold salts is such that judicious care must 
be exercised in the selection of cases and in their 
subsequent management. Personally I do not, 
for the present at least, feel competent to handle 
this drug to the advantage of the patient. 

4. The whole subject of gold therapy in 
arthritis suggests a further emphasis on basic 
physiologic principles in the treatment of a dis- 
ease group which has yet to yield consistently, 
at any rate, to specific therapeutic measures. 
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THE MEDICAL, LEGAL, AND ETHICAL CONNECTION BY 
PHYSICIANS WITH CASES OF MALPRACTICE 
WHICH HAVE NO CRIMINAL FACTORS* 


BY F. W. ANTHONY, 


NE subject for consideration this evening 


is ‘‘The Medical, Legal and Ethical Con- 
nection by Physicians with Proved or Suspected 
cases of Crime or of Malpractice. Part 1. Cases 
where crime is a factor. Part 2. Cases where 
crime is not a factor.’’ 


The gentleman who has preceded me has 
spoken on Part 1. I am to discuss an entirely 
different phase of the subject, that of Part 2— 
the medical and ethical aspect of the physi- 

*Read before the Pentucket Association of Physicians and 
guests from the Essex North District, on June 20, 1935. 

tAnthony, Francis W.—Member of Staff, Gale Hospital, Haver- 


hill, Mass. For record and address of author see “This Week’s 
Issue,’’ page 128. 


cians’ association with cases where, with no 
criminal factor involved, malpractice is known 
or suspected to have taken place. 

This includes matters connected with the sub- 
sequent treatment of cases previously in the 
hands of another physician, with consultation 
work in cases such as those under consideration, 
and with the relationship of the physician to 
Court procedures. 

It may simplify matters and help clarify 
thought if, before we enter upon the discussion, 
we grant certain things. 


1. That physicians generally do refuse to 
testify against others. 
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2. That in some eases this seems to impose an 
injustice. 

I will later discuss these two admissions. 

I will first consider the ‘‘treatment of cases 
previously in the hands of another physician.”’ 
This is the time at which many a suit is started, 
very often by a remark made inadvertently by 
the second physician,and, almost always, with 
no thought that it will fall upon fertile soil 
and become the cause of much trouble later. 
Not alone a remark but a shrug of the shoul- 
ders or even a significant look may be suffi- 
cient to be the starting point of trouble. Under 
circumstances such as these a physician should 
remember that he is seldom in possession of all 
the facts regarding the earlier treatment of the 
case, the difficulties that presented themselves, 
the accidental happenings which sometimes may 
not be prevented, and lack of codperation on 
the part of the patient or his neglect or refusal 
to carry out definitely given directions. Criti- 
cism, therefore, is both foolish and dangerous. 

These remarks apply equally and with the 
same force to the acts of the consultant who 
may be called to see the case while it is in the 
hands of the second physician. 


Suppose, however, that the second physician is 
one of standing and good training and that he 
is convinced that he has received sufficient evi- 
dence to cause him to form a well-founded opin- 
ion that his patient has suffered grievously from 
real malpractice, what is then his medical and 
ethical duty to the patient who has come to him 
in good faith to secure his opinion and to re- 
ceive such treatment as he can give for the 
relief of a condition either painful, disfigur- 
ing or disabling? I think we would all agree 
on one thing, namely, that, provided the first 
physician is out of the case, the second physi- 
cian should give the patient all the treatment 
within his power in an attempt to restore him 
to a better condition. I believe also that the 
patient is entitled to a definite statement of the 
established physical facts in his case. I do not 
believe that the physician is medically or ethi- 
cally obligated at that time to voice criticism 
of the methods used by another. 

Let us now assume that another phase has 
arisen. The person who actually has, or thinks 
he has, suffered from malpractice consults an 
attorney and the attorney comes for a state- 
ment of facts and opinion. Here comes a diffi- 
cult situation. Why does the physician hesitate 
to give freely the facts and his opinion? There 
are several reasons: First, a reason of minor 
importance, the thought that a similar happen- 
ing may at some time come to him personally 
with consequent loss of prestige and with per- 
haps financial loss; secondly, another minor 
reason, the natural feeling of solidarity. This 
feeling is not confined to the medical profes- 
sion alone but exists in others as well. This 
may be illustrated by an experience of my own 


a number of years ago, when an attorney re- 
ceived a fee for an examination made by me 
of one of his clients in a distant city, and after 
two years I was unable to secure this fee. I 
was finally forced to seek legal aid only to learn 
that not an attorney in the city where I lived 
would try to collect the money from a ‘‘brother 
lawyer’’. I was foreed to go to another city 
where an attorney of high standing, after as- 
suring himself that the action was not taken 
against an attorney in the city in which he 
resided, agreed to and did collect the fee. Even 
clergymen are loath to take action in eases in 
which misconduct on the part of some gentleman 
of the cloth seems probable. The feeling is much 
the same that exists in a family, as was illus- 
trated in Boston a few years ago when 4 police- 
man, attempting to arrest a man who was beat- 
ing his wife, found himself in the midst of trou- 
when both husband and wife turned upon 
im. 

In addition to these minor reasons there are 
more important ones. It is seldom that there 
is in the possession of a physician so much evi- 
dence that he can be sure that he has all the 
facts and that there is no reasonable defense 
for the quality of the work that has been done. 
Therefore it occurs to him when the evidence for 
the defense is all presented that he may find 
himself in a very diffieult spot. 

Another reason is that, not infrequently, 
while malpractice may exist, the end result, not 
so good as it should have been with proper treat- 
ment and care, is, none the less, not nearly 
so bad as is represented by the patient, the symp- 
toms being exaggerated and staged for purposes 
of financial gain. This again causes him to 
hesitate. 

But the most important reason of all is that 
the physician may have reason to entertain grave 
doubts whether it is the desire and intention of 
the attorney to learn and have set forth in court 
the real facts in the case. Experience’ has 
taught that the majority of attorneys consider 
that it is their duty to set forth and maintain 
before a court or a jury only such facts as serve 
to support their contention, these being based 
almost entirely upon what their client desires 
to maintain. A physician inexperienced in court 
yroceedings, but with, perhaps, an occasional bit- 
ter experience, dreads the ordeal of being per- 
mitted to state only such facts as tend to sup- 
port a contention, and to have to submit upon 
cross-examination to attempts to belittle his 
training or experience, his qualifications as a 
witness, the accuracy of his observations, the 
value of his prognosis, finding himself limited 
by the laws of evidence in what he may say and 
entangled in the meshes laid by a shrewd attor- 
ney who insists upon an answer ‘‘yes’’ or ‘‘no’’, 
or, after stating the most extreme improbabil- 
ities, inquires if such a situation is not ‘‘pos- 
sible’. To those of us who have met repre- 
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sentatives of this type of attorney in the courts 
for many years and who are fully aware of our 
own rights as witnesses, and whose feeling in- 
stead of that of fear is of unqualified contempt 
for the methods used and the man who stoops 
to them, these situations present a challenge 
rather than a humiliation, but the ordinary prac- 
titioner, dreading to find himself in a situation 
of this sort, refuses to appear voluntarily or 
to furnish information which may entangle him 
in legal matters. Not convinced that the attor- 
ney will present to the court the facts as he finds 
them without regarding how they may affect 
the supposed interests of his client, the physi- 
cian is apt to take what is for him the easiest 
course and say nothing. 

I will now speak of the second matter that 
we granted at the start of this talk, namely, that 
in some cases the refusal to testify seems to work 
an injustice. A case in point is one in which 
it is my belief that the failure to recognize and 
therefore to treat a physical condition that had 
arisen, combined with the failure adequately to 
follow up the case afterwards, caused a disabil- 
ity that removed permanently from the ranks 
of the employed, a man who, normally, would 
have had years of usefulness ahead of him. Were 
it not for relatives he would now be an object 
of publie charity and, in his later years, he may 
be such an object. Another illustrative case 
is one where it is stated on good authority that 
an alleged surgeon, unqualified for the work he 
attempted, operated in such a manner as to cause 
most serious injury to the patient. 

Such cases while not frequent, none the less 
undoubtedly exist, and I doubt if anyone, ex- 
cept one of base nature and absolutely selfish 
personality, would maintain that there should 
be no recompense for the patient who is so un- 
fortunate as to be forced to go through with 
such an experience. There must be some plan 
devised by which justice will be done to the 
patient, the physician, the attorney and that 
part of the public which is directly interested. 
The initiative will have to be taken by the medi- 
cal profession. 

Similar action has been initiated and earried 
to a satisfactory conclusion in a somewhat sim- 
ilar situation. Over thirty years ago when I 
began to emerge from the obscurity that sur- 
rounds the youthful practitioner and to enter 
upon a line of work that has kept me since that 
time more or less in the courts of the Common- 
wealth, there existed a condition of affairs that 
was intolerable. It was then the custom in civil 
cases for two physicians, one representing the 
patient and his attorney, and the other the at- 
torney for the defense, to meet and examine the 
plaintiff. No information other than the most 
superficial, and sometimes none at all, was given 
by the patient’s physician. At the close of the 
examination, the physicians separated, one per- 


haps jubilant that he had concealed important 
facts, and the other rejoicing that he had dis- 
covered facts unrecognized by his brother. Oc- 
easionally this state of affairs brought about a 
ludicrous happening, as for example, when a 
physician for the plaintiff had testified that the 
patient’s pupils were equal and normal and that 
there was no difference in vision in the two eyes, 
and the more observing physician for the de- 
fense called the attention of the jury to the fact 
that the patient had one glass eye, or, as in 
another instance, when a physician for the de- 
fense testified to the perfect neurological condi- 
tions found and the physician for the plaintiff 
demonstrated a serious neurological trouble, and 
quietly testified that the other physician had 
not removed a bit of clothing from the patient 
during his examination. It seemed to me then, 
as now, that this state of affairs was almost 
unendurable, and, with the codperation of a 
group of physicians, I originated, so far as 
Northern Essex was concerned, the method 
which is, according to my knowledge, generally 
adopted in this vicinity at least, by which two 
physicians meet on practically the same basis 
as they would meet in a consultation, agreeing 
on all questions of fact, such as the varying 
lengths of legs or arms, the absence or presence 
of cardiac or renal complications, ete., and dis-, 
cuss freely the prognosis as to end result and 
the period of disability. In respect to these two 
latter matters, there may be an honest difference 
of opinion, but, before the trial, each knows all 
the facets in the ease and the opinion of the 
other. While this method was for a time strong- 
ly opposed by many attorneys, it has now been 
accepted by the majority of them, and certainly 
by all of the better class. At first we were told 
by some prominent trial lawyers ‘‘I will never 
permit you to consult in that manner with the 
physician on the other side. I employ you to 
give me the facts in the case and your opin- 
ion. For this I pay you, and I expect you to 
disclose none of it to anyone else; by doing 
otherwise you might upset my whole ease.’’ The 
physicians whose opinions were of any value 
refused to be dominated and, after the method 
described had been in use for several years, the 
attorneys agreed that, even from their point of 
view, the plan had been of benefit to all con- 
cerned. The suecess of this method of handling 
cases is peftinent to the question we have un- 
der consideration only as an illustration of what 
physicians can accomplish by their own initia- 
tive. 

The so-called Briggs law, bringing about im- 
partial examinations and testimony in murder 
eases has the same pertinency. Its value is 


shown by the fact stated by Dr. Briggs in this 
hall last year, that in only two cases had coun- 
sel for one side or the other refused to accept 
the findings of the impartial report, and in these 
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two the jury had accepted the impartial find- 
ings. 

If there is to be any relief from the intol- 
erable situation which at present exists in ref- 
erence to malpractice suits, the initiative will 
have to come from the medical profession and 
the plan worked out will have to have the en- 
dorsement of the better part of the legal pro- 
fession. Unless it receives this endorsement 
it would be difficult to secure an act of the Leg- 
islature owing to the large number of attorneys 
who are sent to that body. 


In any method of procedure one thing must 
be kept clearly in mind. Nothing can be insti- 
tuted that would take away from the individual 
his inherent constitutional rights to a trial by 
jury. This is recognized in the Briggs law and 
in the procedure in certain cases in equity which 
are now sent to a Master for a report. Theo- 
retically at least, this Master is supposed to 
have special qualifications to fit him for the 
particular type of case which he will hear. 

If a law was enacted by which the Judge of a 
eourt could refer to a Master, who was a physi- 
cian, a case of malpractice for a hearing, the 
report of the latter might well be directed to 
eover only certain features of the case, more 
particularly the first two at least of the fol- 
lowing: 


1. What is the end result in this case? 

2. Were the acts performed by the defend- 
ant and the procedure followed those that are 
established as proper and such as are in use 
by physicians properly trained and such as 
would be in general use in the locality where 
the physician practiced? 

3. Is the end result attributable to the use 
of improper procedure—this to include action 
or lack of action? 


I coneede that there might be some foree in 
an argument against including the third of these 
questions in the matters sent to a Master on 
the ground that this is a question particularly 
for a jury to decide, but after all this method 
simply adds to the evidence which the jury 
will consider an impartial report to aid them in 
coming to their decision. By this plan I believe 
the constitutional rights of the individual are 
safeguarded and at the same time the honest 
and qualified practitioner is to some degree 
protected against the unsernpulous individual 
and against the attorney of low moral calibre. 


Another argument against th’s plan also has 
some degree of plausibility and that is that it 
would increase the expenses of the county. This 
may possibly be true, or, in practice, it might 
be found that the report of the Master followed 
by a conference in chambers of the counsel for 
both sides with the Judge might result in the re- 
moval from the docket by settlement or with- 
drawal of a sufficient number of cases to les- 
sen rather than increase the county expense. 

There is another plan which, if enacted into 
law, could not be charged with materially in- 
creasing the expense to the county, that is, in 
cases where malpractice was charged, the court 
should appoint a physician, properly qualified 
in respect to the matter under dispute, to be 
present at the trial, and, at its close, to testify 
as an impartial witness so appointed in regard 
to the questions which I have specifically indi- 
cated, or at least to questions one and two, he 
being subject to examination by either or both 
of the Counsel in the ease. 

The subject that I have been discussing is 
always of importance but is of particular sig- 
nificance at the present time as is shown by the 
fact that one prominent attorney in this State 
has at present an almost unbelievable number 
of suits to defend which have been entered 
against the physicians of one county alone, and 
he has recently informed me that, in almost all 
of these cases, the physicians who have been sued 
are men well-trained, experienced and stand- 
ing high in professional reputation. ‘To me it 
is clear that it is our duty on the one hand to 
protect the person injured by culpable mal- 
practice, and, on the other hand, to protect the 
qualified physician against the ignorant or un- 
scrupulous individual guided and advised by 
an ill-informed or unscrupulous attorney. 

I can see nothing to be accomplished by this 
matter being taken up by a smail group of the 
medical profession or by those in one district 
alone. In my opinion it should be taken up 
by the Officers of the Massachusetts Medical So- 
ciety and, with the advice of the Council, a 
committee of outstanding men should be se- 
lected, and an attempt made to secure a study 
of the subject in conjunction with a similar 
committee to be appointed by the Massachusetts 
Bar Association. The recommendation of the 
joint committee should be referred back to the 
two societies and, if by them approved, be sent 
to the Legislature for the enactment of such an 
Act as is recommended. 


SPREAD OF ANTERIOR POLIOMYELITIS 
Dr. Leroy W. Hubbard, director of extension work 
for the Warm Springs Foundation, indicates in a 
recent survey that infantile paralysis follows the 


route of the country’s railroad tracks. Travel by 
automobile, he believes, has also helped to increase 


the number of victims of the disease in the United 
States, now more than 200,000. 

Owing to the lack of facilities for aftercare in 
many small communities, 70 per cent of the funds 
raised in the President’s Birthday Ball this year 
will remain in the localities where they originate, 


ithe remainder going to the Warm Springs Founda- 
| tion. 
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CASE 22031 
PRESENTATION OF CASE 


The patient, a sixty-two year old native 
widow, was first seen in the Outpatient De- 
partment approximately one year and a half 
before admission. At that time she stated that 
she had been spitting up blood every day and 
night for the past six months and two weeks 
before had coughed up about half a cup of 
partly clotted blood with very little effort. She 
occasionally had slight dyspnea on exertion and 
some ankle edema for the past year. Three 
months before this visit she had an attack of 
diarrhea, but her stools appeared normal, Ex- 
amination at that time was negative except for 
a systolic apical murmur transmitted to the ax- 
illa. The left border of dullness was in the 
fifth space one to two centimeters bevond the 
midelavicular line. She was seen in the Pul- 
monary Clinie ten days later. The lung fields 
were found to be clear. She was not seen again 
until September, four months later, when she 
complained of increasing dyspnea, ankle edema, 
and continued blood-streaked sputum. Her face 
was flushed. The lips were cyanotic. The cer- 
vical veins were distended. There were a few 
moist rales at the bases. The blood pressure was 
170/95. The heart was enlarged, the enlarge- 
ment being greatest across the base. The first 
sound was snapping with a questionable dias- 
tolie and presystolie rumble. The abdomen 
was protuberant. The liver was felt one finger- 
breadth below the costal margin. There was 
a questionable small amount of ascites and 
slight pitting edema of the extremities. X-ray 
showed that the diaphragm moved well with 
respiration. The hilus shadows were increased 
on both sides and the larger lung markings 
were prominent, particularly toward the base. 

Up until eight days before her admission to 
the house she had continued to spit up small 
amounts of blood. At that time she went to 
bed quite fatigued and was unable to sleep. 
She became nauseated and vomited two cupfuls 
of blood. She felt pretty certain that the blood 
was not coughed up but vomited. It was clotted 
slightly and not frothy. Nausea was a con- 
stant symptom before and after this episode. 


At five p. m. the following day she gagged and 
suddenly tasted something salty in her mouth. 
This turned out to be about two ecupfuls of 
clotted blood. She did not cough with the ap. 
pearance of this blood. For the next few days 
she ate practically nothing but did drink some 
water. The latter seemed to irritate her stom. 
ach and produced more nausea and epigastric 
distress. She had a third similar attack the 
following day, but this was associated with a 
more severe abdominal pain. She thought she 
was dying and could not get enough air. She 
was very pale and felt faint and dizzy. The 
‘*stomach pain’’ was steady, gnawing, and ap. 
parently just to the left of the epigastrium. She 
had complete loss of appetite. On the day be- 
fore admission for the first time she seriously 
attempted to eat and was able to keep down 
some beef broth and lamb stew. Her bowel 
movements had been black and watery for the 
four days following the first hemorrhage but 
had not been so before that time. During the 
week before admission she had attacks of faint- 
ing, weakness and dizziness, as well as marked 
dyspnea. 

There was no family history of tuberculosis, 
insanity or cancer. 

She had been married twice. Her first hus- 
band died in 1907 of cancer of the stomach at 
the age of forty-seven. In 1912 she married a 
drunkard who drank all kinds of liquor. She 
had one child by her first marriage who was 
living and well. During this first marriage she 
had a large number of miscarriages occurring 
usually at about four months. 

Except for an occasional glass of beer she 
drank no alcohol. 

At the age of twelve she had her first attack 
of rheumatic fever. This recurred the following 
two winters. She also had pleurisy as a child. 
Five years before admission she had a hemor- 
rhoidectomy at a local hospital and while there 
was told that she had a tumor probably in her 
bowel. Three years before admission she had 
an attack of marked jaundice without pain or 
indigestion. This attack lasted two or three 
months and was followed by what she called 
pheumonia. She denied venereal disease. 

Physical examination showed a senile un- 
dernourished woman with mild pallor of the 
skin and mucous membranes. The heart was 
enlarged to the right and left. There was a 
heaving impulse over the precordium and a 
blowing harsh presystolie and short systolic 
murmur best heard just inside the apex impulse. 
P. was loud. There was a slight thrill over the 
apex. The blood pressure was 160/70. In the 
sitting position an epigastric mass descended 
with respiration. Another small mass was felt 
under the left costal border. Both of these 
masses were tender. The edge of the right lobe 


of the liver was palpable with inspiration. 
Examination of the urine was negative ex- 
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cept for an occasional white blood cell. 


Eyes 

— 

q 


120 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


N. E. J. OF M. 
JAN. 16, 1936 


blood showed a red count of 3,300,000, with a 
hemoglobin of 40 per cent. The white count 
was 3,750, with 72 per cent polymorphonuelears. 
There was some achromia and chromatophilia. 
The platelets appeared diminished in number. 
Three stools were guaiac negative. Both Hin- 
ton and: Wassermann tests were negative. An 
electrocardiogram showed normal rate, 75, with 
diphasic T, and T. and low Ts, a moderate 
left axis deviation, and early intraventricular 
block. An x-ray examination showed a gross- 
ly enlarged heart in all diameters. There was 
marked prominence in the region of the pul- 
monary conus without prominence of the hilus 
shadows. There was a small diaphragmatic 
hernia. 

During her stay the liver and spleen were 
easily palpable. There was no definite evidence 
of ascites, although one examiner believed that 
there was. She was discharged ten days after 
admission. 

Second Admission, ten days later. 

She remained in bed all of the first week after 
discharge but thereafter was up and around, 
although she did not feel too well. One week 
before this admission after eating some lettuce 
and potatoes she coughed up a cupful of bright 
red blood and had a bowel movement consist- 
ing mostly of dark red blood. Three days later 
she again vomited a cupful of blood and again 
had two or three dark bowel movements. She 
continued to have the latter up until admission. 
The day before admission she raised a small 
amount of bright blood. She continued to have 
an irritating cough. 

Physical examination was the same as on her 
previous admission, except that there were defi- 
nite signs of ascites at this time. The blood 
pressure was 170/80. The spleen was ballotable 
two or three fingers down. The liver, however, 
was not definitely felt. 

Examination of the blood showed a red eell 
count of 2,020,000, with a hemoglobin of 40 per 


cent. The white cell count was 6,200, 78 per 
cent polymorphonuclears. A guaiae test was 
positive. 


The day after admission she was given 200 
cubic centimeters of citrated blood and on the 
third day lapsed into coma and died. 


DIFFERENTIAL DIAGNOSIS 


Dr. CHartes L. Suort: To obtain a clearer 
conception of the sequence of events in this case 
it is necessary to combine the histories taken in 
the Outpatient Department and the house, since 
in the former some essential details are lacking. 
The first significant happenings in the medical 
history of this sixty-two year old woman were 
three attacks of rheumatic fever in successive 
years from the age of twelve on. These, to- 
eether with an attack of marked jaundice three 
vears before admission, are of aid in determin- 


ing the etiology of her subsequent presenting 
symptoms. As far as I can judge, the ‘‘tumor 
probably in her bowel’’, of which she was in- 
formed at another hospital five years before ad- 
mission here, does not manifest itself later, so 
that I am forced to pass over this bit of informa- 
tion. We come then to the six months episode 
of blood spitting, starting two years before ad- 
mission, culminating in her visit to the Outpa- 
tient clinic. At the same time she had had mild 
dyspnea and edema, suggesting early cardiac 
failure. The examination at this visit showed 
probable cardiac enlargement, a systolic mur- 
mur at the apex transmitted to the axilla, and 
clear lung fields by x-ray. When seen four 
months later there was frank congestive failure, 
with cyanosis, distention of the cervical veins, 
basal rales, edema of the extremities, and in- 
crease in hilus shadows and larger lung mark- 
ings in the chest plate. In addition, we now 
have a ‘‘questionable diastolic and presystolie 
rumble’’. The picture thus far is that of heart 
(lisease, probably rheumatie in origin with mitral 
stenosis, resulting in pulmonary congestion and 
hemoptysis. Do we need to look farther for 
explanation of her hemoptyses? Bronchiectasis, 
especially of the left lower lobe, ulceration or 
polyp of a bronchus, early malignant or benign 
bronchial newgrowth—any one of these might 
result in blood spitting and yet present no x-ray 
findings. During the remaining sixteen months 
of her life no corroboration of any of these diag- 
noses is obtained, although further rays of her 
chest were taken. I should be wuting then to 
blame her hemoptyses on one of the common 
causes—mitral stenosis. 


During the next year we have no description 
of this patient’s clinical course except the state- 
ment that she ‘‘continued to spit up small 
amounts of blood’’. Eight days before her ad- 
mission to the house a serious and alarming 
train of symptoms appeared: the vomiting of 
blood, nausea and epigastric distress, and black 
stools, all interspersed with attacks of faintness 
and dyspnea. Examination at this admission 
showed pallor, generalized cardiae enlargement, 
a presystolic murmur and epigastric masses. 
She had a hypochromie anemia with a low white 
count. Electrocardiogram showed evidence of 
coronary disease. By x-ray there was a grossly 
enlarged heart, with a prominence in the pul- 
monary conus, suggesting our previous probable 
diagnosis of mitral stenosis. The epigastric 
masses apparently resolved themselves into 
spleen and liver (the left lobe of which is often 
mistaken for an epigastric tumor). At this time 
there was a questionable ascites. During her 
brief stay at home after discharge she again 
vomited blood and passed bloody and dark 
stools. On return to the hospital there was defi- 
nite ascites, the spleen but not the liver was 
palpable, and her anemia had increased. On 
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the third day ‘‘she lapsed into coma and died’’, 


about three weeks after she began to vomit 
blood. 


In considering the differential diagnosis in 
this patient, let us first discuss the cardiac le- 
sion. In favor of mitral stenosis are the rheu- 
matic history, the shape of the heart by x-ray, 
and the presence of compatible murmurs. It 
would be more satisfactory to have a constant, 
characteristic description of the typical mur- 
murs, but we know that the murmur is often 
variable with this lesion and may appear only 
under certain conditions. We are told that at 
least one out of five individuals with mitral 
stenosis lives past the fifth decade and Levine 
has described the association of hypertension 
with mitral stenosis in later life. I see no rea- 
son to account for her signs and symptoms on 
calcareous disease of the aortic valve, although 
she may show some ealcification in this region 
at autopsy. The electrocardiographic findings 
indicate some degree of coronary arteriosclero- 
sis, with the left axis deviation accounted for 
by her hypertension. I believe, then, that the 
evidence points toward rheumatie endocarditis 
with mitral stenosis as the basic cardiac lesion 
and I should thus account for her hemoptyses. 

We next must explain her vomiting of blood, 
enlargement of the liver and spleen, and ascites. 
First, did the blood actually come from a gas- 
trointestinal lesion? Did she swallow blood 
brought up from the lungs, only to vomit it up 
again? Such a thing isj possible and such cases 
have been recorded, but/in this patient I believe 
that we must assume that the bleeding was actu- 
ally from the gastrointestinal tract. Secondly, 
can the whole picture be accounted for by her 
heart failure? The enlarged liver and spleen 
and ascites of course may be due to passive con- 
gestion, and also, but rarely, bleeding from the 
gastrointestinal tract. The so-called ‘‘cardiac 
cirrhosis’’ is described and occupies a regular 
position in the textbooks. I think that Dr. 
Mallory will agree, however, that heart fail- 
ure is only a factor in the production of a true 
cirrhosis. The negative urinary findings again 
are against congestion as the important under- 
lying condition. I should hesitate then to ex- 
plain the gastrointestinal bleeding as due either 
to simple congestion or to varices secondary to 
a ‘‘eardiae cirrhosis’’. 

Next, a lesion of the gastrointestinal tract 
such as tumor, ulcer, or gastritis mav have 
been present, but there are no positive findings 
leading to this assumption. We know that oe- 
cult bleeding and even hematemesis may occur 
with a diaphragmatic hernia, which was dem- 
onstrated by x-ray. I can leave this last only 
as a possibility. The previous attack of jaun- 
dice, lasting two or three months, points to liver 
damage more severe than from the ordinary in- 
fectious jaundice. The jaundice may have been 


due to a pulmonary infaret but seems of too 
long duration. At any rate, as Resnick and 
Keefer have demonstrated, the mechanism of 
jaundice in such cases is from liver damage due 
to anoxemia. With the history of this episode 
I am drawn to consider primary hepatic cir- 
rhosis as the probable cause of her gastrointes- 
tinal bleeding, as well as the ascites and spleno- 
megaly. The low white counts are compatible 
with liver disease. Of course, an examination 
of her esophagus with barium for the presence 
of varices would have been of great interest and 
perhaps diagnostic. It would be hazardous to 
attempt to determine the actual sort of cirrho- 
sis present, but the nodular type, or so-called 
toxic cirrhosis following subacute atrophy; is a 
distinet possibility. 

You will remember that her downhill course 
was extraordinarily rapid, with only three weeks 
between the first hematemesis and her death. 
Acute decompensation of the liver is seen, of 
course, in cirrhosis and this is the more likely 
explanation. However, the acuteness of the con- 
dition with fresh blood passed by rectum sug- 
gests the possibility of portal thrombosis, which 
is usually secondary to cirrhosis, often of the 
toxic type. This is a rare condition and diffi- 
cult to diagnose in life, but should be thought 
of when the ordinary course of cirrhosis is so 
accelerated. 

To sum up then, I believe that this patient 
had chronic rheumatic valvular disease, with 
mitral stenosis and congestive failure. The last 
may have been an additive factor in the pro- 
duction of cirrhosis of the liver, perhaps toxie 
in type. The patient died from gastrointestinal 
bleeding secondary to the hepatic cirrhosis, 
with portal thrombosis a distinct possibility. 


CLINICAL DIAGNOSES 


Portal cirrhosis with ascites. 
Rheumatic heart disease. 

Mitral stenosis and regurgitation. 
Esophageal varices. 


Dr. CHARLES L. SHort’s DIAGNOSES 


Mitral stenosis. 

Coronary sclerosis. 
Hypertension. 

Cirrhosis of the liver, ? toxie. 
Portal thrombosis? 


ANATOMIC DIAGNOSES 


Rheumatic heart disease. 

Endoearditis, chronic rheumatie witi mitral 
stenosis. 

Cardiae hypertrophy. 

Cirrhosis of the liver, toxic. 

Esophageal varices with erosion. 

Splenomegaly. 

Ascites. 

Hydrothorax, bilateral. 

Pulmonary edema. 
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Arteriosclerosis: Coronary and aortic moder- 
ate to marked; renal slight. 
Leiomyoma uteri. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Mautuory: The findings at au- 
topsy were almost exactly what Dr. Short has 
predicted. The heart was considerably dilated 
and moderately hypertrophied, weighing 400 
grams. The mitral valve showed a marked de- 
gree of stenosis, the lumen measuring only 1.5 
by 0.5 centimeters. The aortic valve was un- 
involved. The coronary arteries showed a mod- 
erate degree of atheroma with slight calcifica- 
tion and distinct narrowing of the descending 
branch of the left one. The kidneys showed a 
mild grade of nephrosclerosis consistent with 
the degree of hypertension which had _ been 
found. The liver, in spite of having been read- 
ily palpable was distinctly atrophic, weighing 
only 1150 grams. Its surface was coarsely 
nodular rather than granular, and the nodules 
varied from seven-tenths of a centimeter to 
three centimeters in diameter. They were sep- 
arated from each other by extensive grayish 
patches of fibrous tissue, which on microscopic 
examination showed the closely packed branch- 
ing bile ducts which originally supplied many 
lobules but now failed to connect with any 
liver cells. The picture is entirely typical of 
the postacute yellow atrophy type of cirrhosis. 
The esophagus showed in its lower third many 
enlarged tortuous mucosal veins, overlying one 
of which was an erosion, 2 millimeters in diame- 
ter, in which lay a small thrombus. The lungs 
were negative except for chronic passive con- 
gestion. The spleen was considerably enlarged, 
weighing 550 grams, and showed the early fibrot- 
ie changes which one expects in a case of por- 
tal obstruction whether the obstruction is in the 
liver in the form of cirrhosis or in the splenic 
or portal veins in the form of thrombosis. The 
leukopenia is, in my estimation, directly de- 
pendent on this type of splenic enlargement. 
The splenic and portal veins were, as a matter 
of fact, free from thrombi, but Dr. Short was 
not taking a very ‘‘long chance’’ in gambling 
upon their presence. The only other finding 
which may bear upon the clinical history was 
the presence of a fibroid, 5 centimeters in diam- 
eter, on the anterior surface of the uterus. It 
is not impossible at any rate that this was the 
tumor felt in the abdomen at her entry to the 
other hospital. 


CASE 22032 
PRESENTATION OF CASE 


First Admission. A thirteen year old Ameri- 
ean schoolgirl entered complaining of swelling 
of the feet, face and eyes of four weeks’ dura- 
tion. 


Six months before admission she began to have 
dull, severe, frontal and occipital headaches 
every three or four days. They gradually be- 
came more frequent and were severe enough 
to keep her from school. One month before 
entry she noticed pain in the calves of her legs 
while walking. She also noticed mild shortness 
of breath upon exertion. Two and a half weeks 
before entry she fell into a pond and the fol- 
lowing day noticed that her feet were swollen. 
The next day there was swelling of the hands 
and face. She was put to bed and given a milk 
diet and some red pills for her urine. She had 
some loss of appetite but no nausea, vomiting 
or red or smoky urine. During the week be- 
fore entry the swelling had gradually disap- 
peared leaving only a slight puffiness of the 
eyes. 

Her family history is nonecontributory. 


There was no history of chorea, rheumatism, 
pneumonia, scarlet fever or tonsillitis. 

Physical examination showed a well-developed 
and nourished, slightly pale girl with very slight 
puffiness under the eyes. The fundi were nor- 
mal except for a few black spots near the macula 
of the left eye. The teeth were carious. The 
tonsils were moderately enlarged but not in- 
flamed. The lungs were clear except for a small 
area at the left base where there were flatness, 
diminished breath sounds, tactile fremitus and 
spoken voice. The heart was not enlarged. The 
first sound was not very clear and was followed 
by a blowing systolic murmur which was trans- 
mitted into the axilla. The blood pressure was 
130/78. 

The temperature was 99°, the pulse 80. The 
respirations were 20. 

Examination of the urine showed a specific 
gravity of 1.015 to 1.022, a trace to a large trace 
of albumin and a sediment which contained 15 
to 20 white blood cells, 3 to 5 red blood eells, 
and numerous finely granular and hyaline easts. 
The red blood cell count was 4,410,000, with a 
hemoglobin of 75 per cent. The white cell count 
was 9,400, 75 per cent polymorphonuclears. The 
stools were negative. A Hinton test was neg- 
ative. The nonprotein nitrogen of the blood was 
27 milligrams, the carbon dioxide combining 
power 48.6 volumes per cent. The chlorides 
were 614 milligrams per cent, the serum pro- 
tein 3.9 per cent and the cholesterol 298 milli- 
erams per cent. The phenolsulphonephthalein 
test gave 40 per cent excretion in two hours. 
A urea clearance test showed a maximum clear- 
ance of 27 cubie centimeters of blood with 36 
per cent average normal function. Another 
test showed a maximum clearance of 34 eubic 
centimeters of blood with an average normal 
function of 45 per cent. <A urine concentra- 
tion test showed a swing from 1.005 to 1.015 to 
1.022. 

X-ray examination of the chest showed ho- 
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mogeneous dullness obliterating the left costo- 
phrenie angle. 

She continued to have red and white blood 
cells and casts in the urine. The signs in her 
chest cleared up and she was discharged im- 
proved three weeks after admission. 

Second Admission, four months later. 


For one month after discharge she felt quite 
well. At this time she developed a sore throat 
with pain, swelling and cervical adenopathy. 
Following this sore throat the edema around her 
eyes became more marked and she soon com- 
plained of quite severe frontal headaches which 
were present almost every day. Two months 
before entry her abdomen began to swell and 
continued to do so until admission. Two weeks 
before entry she had a slight cold which in- 
creased the swelling about her eyes. There had 
been, however, no edema of the legs or ankles. 
There was no hematuria or polyuria. Her 
water intake had been very low, not more than 
two glasses a day. Her appetite had been good 
and her bowels regular. There was no dyspnea 
or palpitation. 


On physical examination there was marked 
puffiness under the eyes. The skin and mucous 
membranes were pale and there were numerous 
carious teeth. The tonsils were enlarged and in- 
fected. There was limited expansion of the left 
chest and except for a small area at the apex 
of the left chest there was dullness to flatness, 
diminished to absent tactile fremitus and breath 
sounds. Similar findings were present at the 
right base posteriorly. The heart was displaced 
to the right. The abdomen was tense, doughy 
and showed a marked fluid wave. The blood 
pressure was 140/110. There was edema of the 
back, but none of the extremities. The fundi 
were normal. 


The temperature was 98.6°, the pulse 98. The 
respirations were 20. 

The specific gravity of the urine was 1.017 to 
1.026. There was a large trace of albumin, The 
sediment was loaded with white blood eells, a 
few red blood cells and numerous hyaline and 
eranular casts. The red blood cell count was 
4,080,000, with a hemoglobin of 60 per cent. 
The white cell count was 13,000, 85 per cent 
polymorphonuclears. ‘The nonprotein nitrogen 
of the blood was 35 milligrams, the serum pro- 
tein 4.52, the cholesterol 347 milligrams per 
cent. A phenolsulphonephthalein test gave 50 
per cent excretion, 15 per cent of which occurred 
in the first fifteen minutes. 

She responded well to salyrgan, losing nine- 
teen pounds in about three weeks. At the end of 
that period a tonsillectomy and adenoidectomy 
were performed. Several infected teeth were 
removed. Thirteen hundred cubic centimeters 
of serous fluid with a specifie gravity of 1.009 
was removed from her left pleural cavity on 


one occasion and 1250 cubic centimeters one 
week later. 

Final Admission, three years later. 

Following her second discharge from the hos- 
pital the patient remained at home and was fair- 
ly well. She led a fairly normal life although 
she did no work and had no strenuous exercise. 
She was on a high protein diet but was later 
changed to a low protein, low salt diet and final- 
ly to a normal diet with salt restricted. She 
continued to have throbbing frontal headaches 
during the three months before admission. She 
had been followed in the Out-Patient Depart- 
ment where it was found that her renal fune- 
tion was steadily diminishing, her blood pres- 
sure rising; and marked eye-ground changes 
were noted. Her parents thought that she had 
been going downhill steadily, seemed less bright 
and aetive, complained of more headache and 
vomited on several oeeasions. During the month 
before admission she had nocturia one or two 
times. Five days before entry, while. sitting 
in a chair, she suddenly became rigid and stiff. 
The right arm and lee and right side of the 
face twitched. This attack lasted five minutes. 
The patient was unaware of the attack but 
complained of severe headache followine it and 
vomited twice. There was no paralysis or weak- 
ness. Since then she had been censtantly in 
bed and complained of constant dull frontal 
headaches and blurring of vision. Prior to 
this episode she had been able to read without 
difficulty. Since then she had twitehings in vari- 
ous museles. 

Physical examination showed a fairly well- 
developed and nourished, pasty-looking girl 
with pale skin and mucous membranes. She had 
a blank stare and was unable to recognize any- 
one. Both fundi showed obliterated dises with 
marked choking as well as many irregular, flame- 
shaped recent hemorrhages and patches of ir- 
regular yellowish exudate in both retinae. Small 
portions of the retinal arteries were tortuous 
and of irregular caliber. There was separation 
of the lower portion of the right retina. The 
heart was markedly enlarged to the left. The 
sounds were loud and snapping with a split 
first sound at the apex and gallop rhythm over 
the sternal region at the level of the third rib. 
The blood pressure was 194/130. There were 
occasional coarse muscular twitchings in the 
extremities and 4runk. The right tendon jerks 
were more active than the left. 

The temperature was 99°, the pulse 90. The 
respirations were 18. 

The urine was red, small in quantity, had a 
specific gravity of 1.010 to 1.014, and contained 
a large trace of albumin and large numbers of 
white blood cells and red blood cells. The red 
blood cell count was 2,800,000, with a hemo- 
globin of 45 per cent. The white eell count 
was 6,800, 67 per cent polymorphonuclears. The 
nonprotein nitrogen of the blood was 125 mil- 
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ligrams. The carbon dioxide combining power 
was 53.7 volumes per cent, the serum protein 
6.5 per cent, the serum calcium 7.9 milligrams, 
the serum phosphorus 9.64 milligrams per cent 
and the cholesterol 250 milligrams. Two lum- 
bar punctures were done which relieved her 
headaches temporarily. The fluid was under 
ereatly increased pressure (500 millimeters). 
She very rapidly failed, developed rhonechi in 
the upper chest and moist rales at the bases and 
died one week after entry. 


DIFFERENTIAL DIAGNOSIS 


Dr. EarteE M. CHapmMan: To sum up, we 
have a thirteen vear old girl who first com- 
plained of swelling of the feet and face and 
dyspnea on exertion. Physical examination 
showed her to be pale and edematous, with the 
chest signs. substantiated by x-ray, of pleural 
effusion. The blood pressure was slightly ele- 
vated. Laboratory examination at first entry 
showed gross albuminuria with only a few red 
blood cells and casts in the urine, a slightly 
lowered CO. combining power (mild acidosis), 
an elevated blood cholesterol and a lowered se- 
rum protein. The total output of phenolsul- 
phonephthalein was decreased and the urea 
clearance was markedly reduced. The normal 
range for the maximum clearance is 85) to 132 
per cent of average normal function. Van Slyke 
has found that edema disappears and death from 
uremia usually follows when the clearance goes 
below 20 per cent. As in most forms of acute 
Bright’s disease the concentration of urine was 
surprisingly good. 

The diagnosis seems clearly to be one of 
Bright’s disease as the cause of edema and al- 
buminuria. Of course, one must consider fail- 
ure of the heart or liver as well as the kidneys 
as these organs are the most frequent sites of 
disease in the syndrome of edema and albumin. 
uria. However, I believe we can accept a diag- 
nosis of nephrosis or the nephrotie stage of acute 
Bright’s disease. 

Ageravation of her disease followed an acute 
infection, tonsillitis and cervical adenitis, and 
four months later she returned with marked 
edema, pleural effusion, ascites and a further 
elevation of the blood pressure. Mild anemia 
Was now present and the blood cholesterol was 
even higher. The curve of phenolsulphone- 
phthalein excretion was depressed, although the 
total two hour output was 50 per cent. An at- 
tempt was made to remove the foci of infection 
in the teeth and tonsils. Unfortunately bac- 
teriologic studies of these were not recorded. 
We know that in acute hemorrhagic nephritis 
hemolytic streptococci have been cultured from 
foci in about 80 per cent of the cases. 

Nephrosis, like hemorrhagic nephritis, is as- 
sociated with infection, and the presence of red 
and white blood cells and casts in the urine sug- 


gests inflammatory changes in the glomerular 
capillaries. It has been our experience here as 
well as in other hospitals that as we have fol- 
lowed a few of the young adults through months 
to years of this illness that they may gradually 
change from the nephrotic picture to one of 
chrenic hemorrhagic (glomerular) nephritis. 
Coincident with this change come the appear- 
ance of marked anemia, hypertension with pro- 
gressive changes in the systemic arterioles and 
finally death in uremia. 

It seems that this girl progressed steadily 
along this course. Finally, with increased glo- 
merular damage nitrogen retention appeared. 
The uremic twitchings are explained by the low 
blood calcium which has fallen in response to 
the rise in phosphorus. Even slightly damaged 
kidneys are unable to excrete phosphorus in nor- 
mal amounts and if it was at all practical a 
phosphorus clearance test would probably be the 
most delieate test of kidney function. The 
headaches and mental torpor were due in part 
to hypertensive encephalopathy. Treatment of 
this by lumbar puncture in acute nephritis may 
be a life-saving procedure but here we could ex- 
pect only temporary relief. 

Stubborn edema without anemia, hematuria, 
hypertension or nitrogen retention has been 
taught as a requisite for the nephrotic syndrome 
but strict adherence to this formula is not nee- 
essary. It has been overlooked that four of the 
five cases in Munk’s early description of neph- 
rosis had microscopic hematuria, that in three 
a low hemoglobin was recorded, and in none 
was the blood pressure noted. Nephrosis is also 
characterized by massive proteinuria, of which 
the globulin content is low, and by a reduction 
such as we see here in the serum protein with 
a relatively high globulin content. In addition, 
there is some change in fat metabolism reflected 
by an elevation in blood cholesterol. Adequate 
explanations for all these changes are lacking. 

Critical chemical analyses have given us a 
better understanding of the changes produced 
in nephrosis but the problem of finding the 
agent provoking these changes still remains 
open. Stimulation and hope are to be found in 
the recent work of Blackman in Baltimore who 
calls attention to the possible role of the pneu- 
mococcus. This idea is not original but he has 
gone a step farther and produced nephrosis in 
rabbits with a pneumococcus toxin and in ten 
autopsied children he found that an _ over- 
whelming pneumococeus infection was the ter- 
minal event. In four of these a type IT organ- 
ism was recovered, which is extraordinarily high 
when one considers that less than 8 per cent 
of all pneumonias in childhood are due to the 
type II. So far as I know immunologic studies 
in nephrosis have not been done. 

In conclusion, I believe this girl had nephro- 
sis and that her course ending in uremia is 
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food evidence that we can no longer look on 
nephrosis as a separate metabolic disease but 
only as a little understood stage in hemorrhagic 
nephritis. In addition to lipoid tubular changes 
Wwe may expect extensive damage to the glo- 
merular capillaries. 


CLINICAL DIAGNOSES 


Chronic glomerular nephritis. 
Hypertensive encephalopathy. 


Dr. EARLE M. CHAPMAN’s DIAGNOSIS 


Chronie hemorrhagic nephritis, with nephrotic 
syndrome at onset. 


ANATOMIC DIAGNOSES 


Nephritis, glomerular, chronic. 

Cardiae hypertrophy and dilatation. 
Pulmonary edema. 

Bronchonneumonia, early. 

Arteriosclerosis, cerebral, type undetermined. 
Follicular cyst of ovary, right. 


PATHOLOGIC DIscUSSION 


Dr. Tracy B. Matnory: The recognition of 
two distinet types of Bright’s disease various- 
iv named, hemorrhagic and edematous by some, 
nephritie and nephrotic by others, is now of 
over twenty years’ standing. Yet the relation- 
ship of the two types, whether they are differ- 
ent diseases of different etiologies or simply 
two types of the same disease is still a subject 
of lively and oceasionally bitter controversy. 
The root of the difficulty lies probably in the 
apparent discrepancies between functional per- 
version and anatomic abnormality which pre- 
vent the clinician and the pathologist from 
agreeing upon any classification. Certain pre- 
dictions as to the anatomic changes can be 
made with a fair percentage of success in a ¢on- 
siderable group of cases but in any single case 
one’s arrow may fly far from the mark. It is 
generally safe, for instance, to predict that 


with marked edema, albuminuria, hypoprote- 
inemia and hypercholesterinemia the glomeruli 
will show inconspicuous changes only and the 
tubules will show marked degenerative changes. 
Yet exactly the same functional derangements 
occur quite regularly in amyloid disease where 
the tubular changes are inconspicuous and the 
glomerular lesions are predominant. Ocecasion- 
ally, moreover, a histologically typical glomeru- 
lonephritis without noticeable tubular lesions 
will be associated with the classical nephrotie 
syndrome. Experience shows that the great 
majority of ‘‘nephroses’’ are not quite true to 
the theoretical type either from the clinical or 
the anatomical point of view. Usually a few 
red cells will be found, or the blood pressure is 
a little elevated, or there is a little nitrogen re- 
tention. The anatomic counterpart is, of course, 
the finding of definite inflammatory changes in 
the glomerular tufts and it is always safe to 
assume that histologic studies will show more 
rather than less glomerulitis than the functional 
studies indicate. Another very safe assump- 
tion is that nearly every case of Bright’s disease 
will prove at autopsy to be more chronic than 
the story seems to indicate. Both of these as- 
sumptions are borne out in today’s ease. The 
kidneys show a marked g¢lomerulonephritis 
which has already passed into the chronic stage 
characterized by complete sclerosis of numerous 
glomeruli with extensive secondary atrophy of 
many tubules and compensatory dilatation of 
the remaining ones. A few glomeruli, however, 
still show active inflammatory lesions. Grossly 
the pair of kidneys weighed 225 grams and 
showed pale grayish, granular surfaces. The 
heart was markedly dilated and considerably hy- 
pertrophied, weighing 340 grams. There was 
a very slight obviously terminal bronchopneu- 
monia. The only other finding of significance 
was a considerable degree of arteriolar sclero- 
sis, unusually marked in this patient in the 
brain. There were, however, no demonstrable 
secondary changes in nerve cells or fibers or in 
the elia. 
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Che Massachusetts Medical Soriety 


THE ANNUAL MEETING 


As has been announced, the One Hundred 
and Fifty-Fifth Annual Meeting of the Society 
will be held in Springfield June 8, 9 and 10, 
1936. Some of the special features have been 
referred to in an editorial published in this 
Journal on January 2, 1936. Not only does the 
excellent work of the Committee of Arrange- 
ments in providing a worth while program of 
scientific papers and exhibits deserve the sup- 
port of the Fellows by their attendance, but the 
importance of the business meetings demands 
their intelligent participation. 

The business of the Society has become in- 
creasingly complex and there is the greatest 
need for coordinated action, based upon thor- 
ough appreciation of all factors if the Society 
is to render the best service to its Fellows and 
advance the interests of the profession of medi- 
cine. The Council will hold its annual meeting 
on Tuesday, June 9, will hear the reports of its 
officers and standing committees and will act 
upon such recommendations as may come before 


it. The Councilors are the chosen representa- 
tives of the district societies and each should be 
in such close touch with the Fellows in his dis- 
trict as to enable him to bring to the Council 
representative opinion. Since each district will 
select its Councilors prior to the annual meet- 
ing, every effort should be made to choose those 
who will work for the common good. 

The Annual Meeting of the Society will be 
held at noon on Wednesday, June 10, and, since 
all Fellows in good standing are eligible to at- 
tend, it is hoped that there will be a large num- 
ber present. 

The presidents and secretaries of the district 
societies are urged to do all in their power to 
encourage their members to attend, particularly 
those who have been more recently admitted to 
Fellowship. 


AN AMENDMENT TO THE LAW PROVID- 
ING FOR THE REGISTRATION OF 
PHYSICIANS 


For more than forty years the Board of Regis- 
tration in Medicine has been operating under 
a law which was defective in its original form, 
and has not been sufficiently modified since 1894 
to enable the Board to perform its function in 
protecting the public as well as can the Boards 
in every other state in the Union. The legis- 
latures of all the other states have adopted cer- 
tain effective requirements relating to medical 
education, or have given authority to boards 
of medical registration to determine acceptable 
minimum standards for medical schools. 

In Massachusetts the applicant for registra- 
tion as a practitioner of medicine is required 
only to show that he has had a premedical edu- 
cation equivalent to that necessary for gradu- 
ation from high school, and a medical degree 
from a chartered school which requires of its 
students attendance on courses covering four 
vears of thirty-two weeks in each year. He must 
also be free from suspicion as to moral char- 
acter. If these requirements are met, the Board 
must accept him for examination. These re- 
quirements can be met by a person who has had 
a medical education which does not meet gener- 
ally accepted standards and a considerable num- 
ber of physicians with this kind of training are 
now practicing in Massachusetts. 

The Massachusetts Board of Registration in 
Medicine has recommended to the Legislature 
that amendments be made to the existing law 
which will give to the Board power to determine 
whether a given medical school from which an 
applicant has graduated is worthy of recogni- 
tion. The text of this proposed amendment 
was published in the Journal of November 7, 
1935 on page 938. By reason of the limited 
power of the Massachusetts Board reciprocal 
relations with other states respecting the regis- 
tration of physicians have been denied. This 
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is humiliating so far as the state is concerned 
and annoying to practitioners who may wish 
to settle elsewhere after having been licensed 
by our board. 

Where does the blame lie for this predica- 
ment? Certainly not with the Board, for it has 
consistently and persistently tried to have the 
General Court correct this unfortunate situa- 
tion. It must lie with the more intelligent part 
of our people who have been indifferent and 
disinclined to educate the general electorate con- 
cerning the importance of having well-trained 
doctors available in cases in illness. The medi- 
eal profession may ask itself in all honesty 
whether it has contributed its full measure of 
influence to an adequate educational campaign 
throughout the state. 

Massachusetts was one of the last of the states 
to adopt statutory regulation of the practice of 
medicine and has the reputation of being the 
weakest link in the chain forged to protect the 
people against disease. The original statute was 
enacted in response to a petition by representa- 
tives of the Massachusetts Medical Society 
among whom were Dr. Reginald Heber Fitz, 
Dr. George Washington Gay and Dr. Edward 
Bayard Harvey. Let us honor their memory by 
following their example. 


The hearing on the proposed amendment, 
House Bill 34, will be held on January 23, in 
Room 480, State House, Boston, at 10:30 A.M. 
before the Legislative Committee on Education. 
Undoubtedly the opposition will be articulate 
and fervent, as in the past. In favor of the 
bill, the Massachusetts Medical Society will 
make official representation. At the hearing, 
there will be opportunity for the individual 
members of the Massachusetts Medical Society 
who favor the proposed change in the law also 
to voice their opinion, so that through offi- 
cial and individual representations, the Legisla- 
ture may be in no doubt as to what the medical 
profession in Massachusetts wants. 


THE GOVERNOR’S ANNUAL MESSAGE 


His Excellency the Governor, during a long 
political career, has been noted for the fidelity 
with which he has safeguarded and promoted 
the interests of public health and those who 
have been working in these interests. No mat- 
ter what expediency may have dictated in other 
branches of municipal and state government, 
the health of the City and of the Commonwealth 
has not been made the football of polities. 

In his annual message to the Legislature, His 
Excellency again does not neglect this impor- 
tant duty of the Commonwealth to its citizens, 
making several recommendations which form a 
considerable part of the total document. First 


among these is the recommendation of such ad- 
ditions to existing law as would make possible 
the inclusion of institutional nurses within the 
provisions of the Workmen’s Compensation Act. 

Reorganization of the Department of Labor 
and Industries is essential, according to Gov- 
ernor Curley, giving over to this department 
the duties of the Industrial Accident Board. It 
is the opinion of the Governor that the division 
of jurisdiction between these two agencies causes 
much wasteful overlapping of effort and defeats 
the purpose which should be the primary ob- 
jective of both—the prevention of industrial ac- 
cidents and diseases. 

Ilis Excellency points out that a mental dis- 
ease research building was completed at Wren- 
tham in 1931, but that to date no funds have 
been forthcoming for its equipment. For this 
purpose $12,000 is asked of the Legislature. The 
proper care of mental defectives in general, 
however, has become a serious problem; our 
twelve state institutions with a working capacity 
of 17,671 patients are now caring for 21,023, 
and speedy enlargement of these institutions to 
eare for 2,000 patients each is urged. New liv- 
ing quarters should also be provided for at least 
1,500 employes. 

The three state schools under the Department 
of Mental Diseases are now earing for 5,051 pa- 
tients with a working capacity of 3,893, and 
3,200 applications are on file for patients for 
whom there are no possible accommodations. 
These three schools should also be brought up to 
a 2,000 working capacity apiece, and an extra 
school should be provided. 

The hospital for the criminally insane at Nor- 
folk, the establishment of which was enabled by 
an act of 1935, but with no funds provided for 
its building, should be construeted at once and 
an appropriation of $1,750.000 is requested for 
this purpose. This hospital should be under the 
Department of Mental Diseases rather than un- 
der the Department of Correction. 


It is further recommended that the old Rut- 
land State Sanatorium be razed and replaced 
by a modern structure and that both here and 
at the Pondville Cancer Hospital additional ae- 
commodation for employes be provided during 
the present year. The question of the establish- 
ment of an institution ‘‘for the care and treat- 
ment of persons afflicted with social diseases’’ 
should be studied by a committee to report to 
the Legislature in 1937. 

The annual registration of physicians is ree- 
ommended, in view of the large number of un- 
qualified individuals now practicing in this 
state, and the enactment of legislation is re- 
quested making it a criminal offence to practice 
as a physician without such registration. 

The citizens of our Commonwealth will note 
with interest that His Excellency advocates the 
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installation of 30-mile-per-hour speed governors 
on the motor cars of automobile law violators. 

It must be apparent that these recommenda- 
tions are in the main worthy ones, if funds are 
available for putting them ‘into effect, and the 
Governor is to be congratulated on the force- 
fulness with which he presents them. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


OverHoLtT, Ricuarp H. <A.B., M.D. Univer- 
sity of Nebraska College of Medicine 1926. 
F.A.C.S. Formerly House Officer, University of 
Pennsylvania Hospital, Philadelphia, and <As- 
sistant Instructor in Surgery, University of 


Pennsylvania. Surgeon, Lahey Clinic, Boston, 
1931-. His subject is ‘‘Primary Carcinoma of 


the Lung: Early Diagnosis and Treatment by 
Pneumonectomy.’’ Page 93. Address: 605 
Commonwealth Avenue, Boston. 


Patrerson, DanteL C. M.D. University of 
Maryland School of Medicine and College of 
Physicians and Surgeons 1906. F.A.C.S.  At- 
tending Surgeon, Bridgeport Hospital.  Ex- 
aminer in Surgery, Connecticut Medical Ex- 
amining Board. President, New England Sur- 
gical Society. His subject is ‘*‘ DeQuervain’s 
Disease. Stenosing Tendovaginitis at the Ra- 
dial Styloid.’’ Page 101. Address: 881 
Lafayette Street, Bridgeport, Conn. 


Eaves, M. F. A.B., M.D. Harvard Univer- 
sity Medical School 1922. F.A.C.S. Assistant 
in Obstetrics, Harvard University Medical 
School. Physician to Out-Patients, Boston 
Lying-in Hospital. Assistant Obstetrician, 
Massachusetts General Hospital. Obstetrician 
and Gynecologist, Newton Hospital. Consult- 
ing Gynecologist, Adams Nervine Asylum. His 
subject is ‘‘Antepartum Care.’’ Page 103. Ad- 
dress: 19 Bay State Road, Boston. 


ByrNEs, CHARLES M. B.S., M.D. Johns Hop- 
kins University School of Medicine 1906. For- 
merly, Demonstrator in Anatomy, Johns Hop- 
kins University School of Medicine and Adjunct 
Professor of Anatomy, University of Virginia. 
Now, Associate in Neurology, Johns Hopkins 
University School of Medicine and Dispensary 
Neurologist, Johns Hopkins Hospital. His sub- 
ject is ‘‘The Treatment of the Postherpetie 
Neuralgias.’’ Page 108. Address: 9 East Bid- 
dle Street, Baltimore, Md. 


CHEEVER, AustTIN W. A.B., M.D. Harvard 
University Medical School 1914. Assistant, De- 
partment of Dermatology and Syphilology, Har- 
vard University Medical School. Lecturer in 
Syphilis, Harvard Dental School. Assistant 
Physician to Syphilis Out-Patient Department, 


Massachusetts General Hospital. Assistant Der- 
matologist, Children’s Hospital. Visiting Physi- 
cian, Skin Department, Beth Israel Hospital. 
Consulting Dermatologist, Framingham Hospi- 
tal; Brockton Hospital; Goddard Hospital, 
Brockton; and Waltham Hospital. His subject 
is ‘‘The Hinton Test. III. Its Clinical Value.’’ 
Page 112. Address: 41 Bay State Road. Bos- 
ton. 


Ropert T. A.B., M.D. Tufts Col- 
lege Medical School 1932. Instructor in Medi- 
cine, Tufts College Medical School. Formerly, 
Resident Physician, First and Third Medieal 
Services, Boston City Hospital. Now. Resident 
Physician, Robert B. Brigham Hospital. His 
subject is ‘‘The Treatment of Arthritis with 
Gold Salts.’’ Page 114. Address: 270 Com- 
monwealth Avenue, Boston. 


ANTHONY, FrANcis W. B.A., M.D. Harvard 
University Medical School 1888. Member of 
Staff, Gale Hospital, Haverhill. Formerly, Asso- 
ciate Medical Examiner, and Medical Examiner, 
4th Essex District, Massachusetts. Also, Trustee, 
State Farm and State Infirmary. His subject 
is ‘‘The Medical, Legal and Ethical Connection 
by Physicians with Cases of Malpractice Which 
Hlave no Criminal Factors.’’ Page 115.  <Ad- 
dress: 30 Summer Street, Haverhill, Mass. 


Che Massarinuetts Medical Soriety 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 


Cc. J. KickKHAM, M.D., R. S. Titus, M.D., 
Chairman Secretary 
524 Commonwealth Ave., 472 Commonwealth Ave., 
Boston, Mass. Boston, Mass. 


INTERRUPTION OF PREGNANCY 


There are definite complications which make 
it unsafe for some patients to proceed in preg- 
nancy. The advances in modern medicine are 
reducing this number materially. Nowadays it 
is unusual to feel that patients have to be 
aborted because of pernicious vomiting.  In- 
sulin is making pregnancy safe for many dia- 
betics who ten or fifteen years ago could not 
safely have a baby. There still remain, how- 
ever, patients suffering from kidney trouble, hy- 
pertension, heart trouble, psychopathic disor- 
ders, tuberculosis and malignant disease, who 
really ought not to be allowed to become preg- 
nant, and who, if they do become pregnant, 
should be aborted. If one feels that any preg- 
nant patient for any reason cannot stand the 
drain of pregnancy without seriously jeopardiz- 

*A series of short selected articles by members of the Section 
is being published weekly. 


Comments and questions by subscribers are solicited and 
will be discussed by members of the Section. 
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ing her own life, one must first of all have the 
best advice in consultation. If a consultant 
agrees that interruption is indicated, the abor- 
tion should be performed as much in the open 
as possible. The best hospital in one’s com- 
munity is always the best place to perform the 
operation. Selfishly, the physician should take 
this into account. He should never leave him- 
self open to any criticism. The private home 
should never be used for any abortion unless it 
is absolutely impossible to hospitalize the pa- 
tient. 

It is unwise to attempt to perform an abor- 
tion before the pregnancy is six weeks old. If 
the abortion is done too early, it is possible to get 
curettings which will give a pathological diag- 
nosis of pregnaney and yet not interfere with 
the ovum. If this happens, it of course neces- 
sitates a second operation at a later period. This 
means second hospitalization, unnecessary finan- 
elal loss and added risk. The ideal time to per- 
form any therapeutic abortion is between six 
and eight weeks. The operation is done readily 
at one sitting by a thorough curettage, unless 
it is felt that sterilization should be done at 
the same time. It is almost impossible to curette 
a uterus quite cleanly that is not already abort- 
ing. One gets as much of the products of con- 
ception as one can, packs the uterus for twenty- 
four hours with gauze soaked in iodine, and 
leaves nature to finish the process. 

In cases that are beyond three months the 
emptying of the uterus by curettage is often 
dangerous. It is dangerous from the stand- 
point of hemorrhage. It is dangerous from the 
standpoint of infection. If a patient is between 
the months of four and seven, either abdominal 
or vaginal hysterotomy is the method of choice. 
If sterilization is to be performed, the inter- 
ruption should be done, of course. by the ab- 
dominal route. 

The choice of the anesthetic to be used de- 
pends upon the complication. It seems wisest 
in patients of the psychopathic type that a gen- 
eral anesthetic be used. In any case that needs 
to be interrupted a general anesthetic may be 
used unless there is some pulmonary complica- 
tion. Spinal anesthesia is practicable in car- 
diacs, nephritics, and in those cases suffering 
from any pulmonary complication. 

If a patient has a chronie disease which makes 
it inadvisable to have one baby, the question 
arises as to whether she should be allowed to 
have any babies at all, and in consequence many 
of these cases had best be sterilized at the time 
the uterus is emptied. If the pregnancy has ad- 
vanced very far or if the patient’s condition is 
extremely poor, sterilization is best performed 
by the method described by Bishop of Brook- 
lyn. This consists in merely picking up a loop 
of each tube in the middle, tying it at the base 
of the loop with catgut, and excising the loop. 
The whole performance can be done in not more 


than two minutes, and runs no risk of causing 
pelvic hematomas. If the patient’s condition 
is perfectly satisfactory and one feels that the 
patient can well stand what added risk there is 
to hysterectomy, the sterilization and the inter- 
ruption of the pregnaney may be accomplished 
by removal of the uterus. If the condition of 
the patient is extremely critical, hysterectomy 
may carry with it added dangers which simple 
ligation and excision of a piece of tube do not 
carry and in this case, in consequence, is con- 
traindicated. 


A PRIZE FOR AN APPROVED ESSAY 


The attention of interns in Massachusetts hospi- 
tals is called to the fact that a prize of $50.00 has 
been offered by the Massachusetts Medical Society 
tor the best written and most comprehensive case 
report submitted by one of their number holding a 
rotating internship in any Massachusetts hospital 
which is approved by the American Medical Asso- 
ciation for intern training during 1935-1936. 

This report is to be typewritten, and when com- 
pleted is to be sealed, unsigned, in a plain en- 
velope, which in turn is to be placed together with 
a separate slip bearing the name and address of the 
contestant, in a larger envelope, and sent to: 

The Massachusetts Medical Society, 
Committee on Medical Education and Medical 
Diplomas, 

8 Fenway, Boston, Mass. 

The contest this year closes May 1, 19386. Re- 
ports may be submitted at any time prior to that 

date. 


— 


BOSTON MEDICAL LIBRARY 


Sir Domintc CorriGAN 1802-18580 


THE name of Corrigan calls to mind the ob- 
servations of the clinician who first focused at- 
tention upon the peculiar type of pulse, distin- 
eulshing certain lesions of the aortic valves. To 
have done the investigating necessary to estab- 
lish the relation of faulty closure of these valves 
to the production of Corrigan’s pulse stamped 
the one who did it as a sufficiently qualified can- 
didate to be admitted, without examination, to 
membership in the Royal College of Surgeons, 
for it is related that when he presented himself 
for examination the first question asked him was 
‘*Are vou the author of the Essay on Patency 
of the Aortic Valves?’’, and upon his acknowl- 
edement that he was, no further questions were 
asked. 

Dominie Corrigan was born in Dublin in 
1802, the son of John Corrigan, a man of abil- 
ity, a successful farmer and distributor of agri- 
cultural implements, in which business he evi- 
dently was able to amass a comfortable for- 
tune, for he gave his children excellent eduea- 
tional advantages. Dominic’s mother was a 
talented woman of social prominence. He at- 
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tended a Catholic College at Maynooth where 
he became well grounded in languages and phys- 
ical science. His abilities in the latter line 
were so outstanding that he was frequently 
called upon to assist the Professor in his class- 
es. The way to medical practice in that period 
was through apprenticeship to an established 
practitioner and Dr. O’Kelley, who served in 
that capacity, became so impressed by Corri- 
gan’s talents that he urged his father to send 
him to Edinburgh, which he did. From there 
he was graduated as a Doctor in 1825, at the age 
of twenty-three. He returned to Dublin and set 
himself up in practice. During the period of 
waiting for his services to be in demand he ap- 
plied himself diligently to the study of the his- 
tory of medicine and worked hard in familiariz- 
ing himself with the literature of his profession. 
He elected to do this rather than resort to some 
of the more usual and somewhat questionable 
methods of attracting attention to himself, then 
in common use. Later in life he repeatedly 
urged his students to follow the same course. 
Tlis continued interest in educational methods 
furnished him frequent opportunity to urge his 
views, perhaps the most noteworthy example of 
which was in his address on medical education 
before the Annual Meeting of the British Medi- 
eal Association, held in Dublin in 1567, where 
he advocated a higher standard of general and 
professional education for medical men. He 
was a forceful speaker and is said to have had 
few equals in presenting arguments in support 
of any proposition he was advocating. His 
faults were largely due to a somewhat unbri- 
dled temper which made him unnecessarily 
caustic in his eriticisms, thereby courting oppo- 
sition that otherwise might not have developed. 
He successively served the Digges St. School, 
the Peter St. School and the Carmichael College 
besides the Jarvis St. Hospital where he first 
had a service of his own, though of only six beds. 
It was here, however, that he demonstrated the 
aortic valvular lesions which made his name 
well known the world over. It was Trousseau 
who gave the name ‘‘Maladie de Corrigan”’ to 
aortie regurgitation. In acknowledgment of his 
services to education he was made a Baronet in 
1866. His most noteworthy papers, aside from 
the one upon the patency of the aortic valves, 
were his ‘‘Lectures on Fevers’’, delivered at 
the House of Industry Hospital, and ‘* Cirrhosis 
of the Lungs.’’ He was interested in fevers 
and was one of the earliest of the clinicians 
to differentiate typhoid and typhus. He had 
unusual opportunities to follow out his inter- 
est in fevers when he joined the staff of the 
Hardwicke Hospital. In 1832 he helped to fight 
an epidemic of cholera that descended upon 
Dublin. His experience taught him the impor- 
tance of pathology in its application to prog- 
nosis and treatment. His lectures and clinical 
demonstrations at the Hospital, held at 8 o’clock 


in the morning, were so popular that it was 
hard to gain admission and all of the courses 
were equally popular. He was persuaded to 
stand for election to Parliament where his 
friends thought his forensic abilities and the 
soundness of his views upon public matters 
would ensure his success. He won the election, 
but the experience did not add much to his dis- 
tinction and he was not reélected. 

He was not a wide reader of current litera- 
ture, preferring the old elassical authors and 
was especially devoted to Morgagni. His fame 
as a consultant became so widely spread that 
he was unable to see all the patients who sought 
his advice and was often compelled to make his 
escape from his consulting rooms through a 
back entrance. Interest in scientific medicine, 
popularity as a clinical teacher, as well as a 
consultant in practice, and willingness to re- 
spond to innumerable demands upon his time 
for publie-spirited service more than filled his 
time and took their toll from his health. Gout, 
from which he suffered for several years, im- 
paired his usefulness and not long before his 
death, on February 1, 1880, he was the victim 
of a cerebral hemorrhage and in this way ended 
the career of one of the most beloved of a 
small group of Irish physicians who made the 
Dublin School famous in the mid nineteenth 


century. 
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Sir B. Windle by Sir F. R. 


MASSACHUSETTS LEGISLATIVE 
NOTES 


The hearing on House Bill 34, which gives to the 
Board of Registration in Medicine power of ap- 
proval of medical schools whose graduates are can- 
didates for examination and also requires two years 
of collegiate work before admission to medical school 
will be held on Thursday, January 23, 1936, in 
Room 480, State House, before the legislative Com- 
mittee on Education. It is especially important that 
members of the medical profession be present and 
express to the Committee on Education their views 
on this matter, which so deeply concerns the health of 
the people of Massachusetts. 


MISCELLANY 


ADDITION TO WEYMOUTH HOSPITAL 

An addition to the Weymouth Hospital, built large- 
ly through PWA funds, was opened for public in- 
spection on January 11. The new wing houses the 
maternity ward, with nursery, a diet kitchen, two 
operating rooms, and the accident, laboratory and 
X-Ray Departments. With its twenty beds it in- 
creases the capacity of the hospital to ninety beds. 
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COMMUNITY FUND CAMPAIGN 


Dr. John P. Monks, chairman of a large committee 
of Boston physicians who are forwarding the 1936 
Community Fund Campaign, announces the fol- 
lowing additions to his committee: 


Vice-Chairman 
Dr. James A. Halsted 


Group Committeeemen 


Dr. Theodore Badger Dr. Albert A. Hornor 
Dr. Myles Baker Dr. Francis C. Newton 
Dr. Trygve Gundersen Dr. Earle M. Chapman 
Dr. Richard Stetson Dr. Richard Chute 

Dr. William M. Shedden Dr. Sven Gundersen 
Dr. Laurence B. Ellis Dr. Charles L. Short 
Dr. Randolph K. Byers Dr. John Strieder 

Dr. Edward S. Emery, Jr. Dr. Thomas V. Urmy 
Dr. Lewis W. Hill Dr. Richard H. Wallace 
Dr. Gerald Hoeffel 


The 1936 Community Fund Campaign, replacing 
the “Emergency Campaigns” of former years, is an 
intensive drive to raise $3,750,000 between January 
26 and February 10, to serve 100 hospitals, health and 
social agencies in the membership of the Community 
Federation of Boston. 


CONNECTICUT NEWS ITEMS 


The engagement was recently announced in 
Providence, R. I., of Miss Florence Bates Haynes to 
Dr. James Dixon Case, both of that city. Dr. Case 
was formerly a resident of Hartford, Conn. He was 
graduated from Trinity College and Yale University 
School of Medicine and served an interneship of 
eighteen months at the Hartford Hospital. 

Among the appointments made by Mayor Spellacy 
of Hartford as he assumed office in December, 1935, 
was that of Dr. George E. Cogan to the Board of 
Health Commissioners. Dr. Robert V. Boyce, for- 
merly vice president of the board, was elected 
president and Dr. Cogan vice president at a meeting 
on January 2, 1936. It was voted to continue Dr. 
Thomas F. O’Brien as acting health officer of Hart- 
ford until March 31, 1936. 


APPOINTMENTS AS MEMBERS OF THE 
HARVARD MEDICAL SCHOOL FACULTY 


Appointment of the following as members of the 
Harvard Medical School Faculty to September 1, 
1936, has been approved by the Harvard Corpora- 
tion: 

Orville T. Bailey, of the Peter Bent Brigham Hos- 
pital, Boston, A.B. Syracuse ’28, M.D. Albany Medi- 
cal College ’32, as Instructor in Patholoogy. 

John H. Harrison, of the Peter Bent Brigham Hos- 
pital, Boston, S.B. University of Virginia °29, M.D. 
ibid. ’32, as Assistant in Genito-Urinary Surgery. 

Edward A. Edwards, of Brookline, Mass., M.D. 
Tufts ’28, as Research Fellow in Anatomy. 

Marjorie A. Benedict, of Cambridge, Mass., A.B. 
Mt. Holyoke ’31, Ph.D. Massachusetts Institute of 


Technology ’35, as Research Fellow in Physical 
Chemistry. 

Jack Spencer, of Boston, Mass., M.D. University 
of Virginia ’31, as Research Fellow in Medicine. 

Harold C. Wagner, of Medford, Mass., S.B. 
Massachusetts Institute of Technology ’22, S.M. 
ibid. ’23, M.D. Rush Medical College, Chicago, ’30, 
as Research Fellow in Medicine. 

Robert S. Schwab, of St. Louis, Mo., A.B. Har- 
vard ’26, M.D. ibid. ’31, as Assistant in Neurology 
and Psychiatry. 

Edward P. Motley, of Boston, Mass., Assistant in 
Physiology. 

Marcel L. Berard, of Lyon, France, B.A. Lyon 
University ’26. He completed the requirements for 
medical degree at Lyon University in 1934 and is 
now studying at Harvard Medical School under 
University of Paris Fellowship. Appointed Re- 
search Fellow in Surgery. 

Alexander C. P. Campbell, of Edinburgh, Scot- 
land, M.B. and Ch.B. University of Edinburgh ’30, 
now studying at the Harvard Medical Schooi under 
a Rockefeller Fellowship, appointed Research Fel- 
low in Neuropathology, October 1, 1935, to Septem- 
ber 1, 1936. 

Marion R. Smith, of the Boston City Hospital, 
S.B. Hamilton College ’28, M.D. University of 
Rochester ’32, appointed Assistant in Surgery, No- 
vember 1, 1935, to September 1, 1936. 

Roger S. Mitchell, of Glens Falls, N. Y., A.B. 
Harvard ’30, M.D. ibid. ’34, appointed Assistant in 
Neurology, February 1, to September 1, 1936. 

John A. Boone, of Harlingen, Texas, M.D. Har- 
vard ’33, appointed Research Fellow in Medicine, 
March 1, to September 1, 1936. 


APPOINTMENT OF DR. KARL V. QUINN 


Dr. Karl V. Quinn, formerly assistant superin- 
tendent of the Belchertown State School, has been 
advanced to take the position of Assistant Commis- 
sioner of Mental Diseases in the Massachusetts De- 
partment of Mental Diseases. 

Dr. Quinn was born in 1902 and graduated from 
Queen’s University Faculty of Medicine, Ontario, in 
1924. He is a member of the Ontario College of 
Physicians, a Fellow of the Massachusetts Medical 
Society and the American Medical Association, the 
Massachusetts Psychiatric Association, American 
Association on Mental Deficiency, and the American 
Psychiatric Association. 


CORRESPONDENCE 


ABUSE OF DIAGNOSTIC SERVICE 


January 11, 1936. 
Editor, New England Journal of Medicine, 


With the increasing interest in pneumonia the 
Department of Public Health recently arranged for 
laboratory service through its Diagnostic Laboratory 
whereby sputa from cases of pneumonia might be 
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typed, if necessary, at any hour of the day. In this 
respect it is offering a service that is not available 
even in the hospitals of the State. Since that time 
there has been so much unwarranted abuse of this 
that the Department must consider discontinuing this 
type of service unless the abuses are stopped. 

On numerous occasions, bacteriologists of the De- 
partment have been called from their homes, some- 
times after retiring for the night, to come to the 
laboratory to type a sputum only to find that the 
specimen was accompanied by a request from the 
attending physician that he should not be called as to 
the results until the following morning. In several 
other instances, specimens have been received in 
which the attached card indicated the patient had 
been sick a week or more. In some instances, hos- 
pitals have sent sputa in after the technician whom 
they employ had left for the evening, and in other 
instances it has been frankly stated that the sputum 
might have been submitted earlier in the day but 
it was simply more convenient to send it in around 
10 o’clock at night. 

It is no more possible for the State to maintain 
trained bacteriologists in the laboratory twenty-four 
hours a day than it is for hospitals to do the 
same. The bacteriologists of the Department are 
glad to come from their homes to the laboratory 
at any hour to examine an emergency specimen 
but it is obvious that there can be little emergency 
if the physician is not willing to receive the reports 
until the next morning, nor can there be emergency 
in the typing of sputum if the patient has been 
sick for so long a time as to preclude the possibility 
of serum therapy. 

May I, therefore, through your columns request 
of the physicians and the hospitals that they send 
to the laboratory after five o’clock only those speci- 
mens which are actual emergencies, and that other 
specimens where there is no haste be reserved until 
the following morning. Only in this way can the 
laboratory give the highest possible quality of serv- 
ice to the physicians and hospitals submitting speci- 
mens to it. 

Very truly yours, 
Henry D. CHApwick, M.D., 
Commissioner of Public Health. 


RESTORATION OF THE REGISTRATION OF DR. 
S. MARGARET BROWN AND THAT OF DR. 
JOSEPH N. TESSIER 


Board of Registration in Medicine 
State House, Boston 
December 31, 1935 
Editor, New England Journal of Medicine, 
On December 12, 1935, the Board of Registration in 
Medicine restored to Dr. S. Margaret Brown her cer- 


tificate of registration which was revoked on De- 
cember 20, 1934. 


On December 18, 1935, the Board of Registration 
in Medicine, in accordance with the decree of 
Justice Lummus of the Supreme Court, returned to 
Dr. Joseph N. Tessier his certificate of registration 
which had been revoked on February 28, 1935. 

I am enclosing a copy of the findings, rulings and 
order for decree in Dr. Tessier’s case, by Justice 
Lummus. 

Yours very truly, 
STEPHEN RusHMORE, M.D., Secretary. 


THE DECREE OF THE SUPREME COURT 


Commonwealth of Massachusetts 
Suffolk ss. Supreme Judicial Court 
No. 59781 Eq. 
Joseph N. Tessier 
Vv. 

Board of Registration in Medicine 
Findings, Rulings and Order for Decree 
(Lummus J.) 

(December 16, 1935) 


Commonwealth of Massachusetts 
Suffolk ss. Supreme Judicial Court 
No. 59781 Eq. 
Joseph N. Tessier 
Vv. 
Board of Registration in Medicine 


Findings, Rulings and Order for Decree 

This is a petition under G. L. (Ter. Ed.) c. 112/64 
for the revision or reversal of a decision of the Board 
of Registration in Medicine, revoking the registration 
of the petitioner as a physician, on the ground that 
the decision was “plainly wrong”. The nature of 
the proceeding is discussed in Ott v. Board of Regis- 
tration in Medicine, 276 Mass. 566. The matter was 
presented to me upon a transcript of the evidence 
before the Board. 

The authority of the Board is derived from G. L. 
(Ter. Ed.) c. 112/61. Its decision to revoke the 
registration must be based (omitting certain im- 
material grounds) upon “malpractice” or “gross 
misconduct in the practice of his profession”. The 
words “gross misconduct” do not include mere un- 
fitness or unskilfulness, nor ordinary , negligence. 
See Burns’ Case, 218 Mass. 8; Nickerson’s Case, 218 
Mass. 158; Silver’s Case, 260 Mass. 222; Swardleck’s 
Case, 264 Mass. 495. 


The decision of the Board was based upon the 
charge that the petitioner was guilty of gross mis- 
conduct in the practice of his profession in the case 
of Charles Szlegier of New Bedford. Other charges 
have therefore become immaterial. 

The evidence showed the following facts: Charles 
Szlegier, the patient, was a young man of twenty- 
three years, afflicted with chronic nephritis. He had 
a high blood pressure and his urine was loaded with 
albumin. His eyes and vision were much affected. 
He suffered from headaches. Nephritis is a disease 
that becomes progressively worse. 
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After treating with Dr. Everest La Riviere from 
the fall of 1923, and going to the Truesdale Hospital 
for a thorough examination, he came under the care 
of Dr. Emil F. Suchnicki on February 3, 1934. The 
patient was confined to his bed much of the time. 
Dr. Suchnicki was unable to do anything to better 
the condition, and ceased his attendance on March 
28, 1934. He had recommended a consultation with 
Dr. Herman Groh, which was had on March 15, 
1934. After examination, Dr. Groh could suggest no 
curative treatment, and told the patient’s sister that 
the case was hopeless. The patient and his family 
believed that he was about to die. 


On April 13, 1934, the- patient consulted the 
petitioner. The patient said that he would be 
satisfied if his life could be prolonged for a time 
and he could get some comfort. The petitioner said 
that one kidney was bad, and that he would take 
the chance of operating and probably an operation 
would help the patient. He did not predict a cure. 
The patient consented, saying that if he was going 
to die anyway he might as well take the chance. 
The petitioner put the patient in the Union Hospital 
on April 15, 1934, to recruit his strength for the 
operation. On April 20, 1934, the petitioner removed 
the diseased kidney. On April 30, 1934, he took the 
patient from the hospital to his own convalescent 
home, and kept him there until June 9, 1934. When 
discharged on that day, the patient was much im- 
proved. His blood pressure was much reduced. 
He resumed many of his activities, includ- 
ing sea bathing. While bathing on one occasion he 
suffered a chill. The petitioner was called on 
August 4, 1934. The patient died on August 24, 1934. 

Very likely the petitioner was in error in thinking 
that the patient was tubercular. Very likely the 
operation offered little promise, although the con- 
dition of the patient undoubtedly improved after- 
wards. 

The patient and his family wished it, and the fam- 
ily remain satisfied with the petitioner’s efforts. It 
does not appear that he was actuated by the desire 
to earn a fee for useless work. The patient’s family 
paid him $325. Out of that he paid $82 to the 
Union Hospital, $70 to the nurse at the Hospital, 
and $20 to the doctor who assisted at the operation, 
leaving $153. For that sum the petitioner furnished 
board and care for forty-two days at his convalescent 
home, together with his services for the whole 
period of his care, including the operation. 

On the whole, I think that a finding of gross mis- 
conduct could not have been made. Let a decree be 
entered, reversing the decision of the Board. 

Henry T. Lummus, J. S. Jd. C. 

December 16, 1935. 


RECENT DEATHS 


HOWLAND—CHArRLEs A. HowLanp, M.D., of 1303 
Union Street, Schenectady, N. Y., died suddenly at 
his home on December 28, 1935. Dr. Howland was 


born at East Worcester, Otsego County, on Febru- 
ary 25, 1877. He attended schools in North Adams, 
Mass., Drury Academy and Clinton Liberal Insti: 
tute. He was graduated from Colgate University in 
1901, after which he went to the Philippine Islands 
for two years as a teacher. On his return he studied 
medicine at Baltimore Medical College, being grad- 
uated cum laude in 1908. Following his graduation 
he took a contract position in the North Carolina 
mountains, and in the fall of 1908 began practice in 
Fall River. In 1917 he removed to Schenectady to 
practice internal medicine. During the World War 
he was a captain in the medical corps, serving as 
surgeon with the 87th Division. 

Dr. Howland was a prominent citizen of Schenec- 
tady, where he organized the Schenectady Law En- 
forcement League. Besides his widow, Mrs. Helen — 
C. Howland, he is survived by three daughters, Mrs. 
Martha Schoonmaker of Schenectady, Mrs. Robert 
Gaunt and Miss Eisa Howland of New York City. 


O’CONNOR—JAmeEs B. O’Connor, M.D., of 180 Fair- 
mount Street, Lowell, died in that city on December 
22, 1935. Dr. O’Connor was born in 1868 and was 
graduated from the College of Physicians and Sur- 
geons of Baitimore in 1893, in which year he joined 
the Massachusetts Medical Society. 


COBB—CaROoLUS MELVILLE Cosp, M.D., of 44 Atlantic 
Street, Lynn, Massachusetts, died January 2, 1936. 

Dr. Cobb was born in 1861 and graduated from the 
University of Vermont College of Medicine in 1863. 
He joined the Massachusetts Medical Society in 
1895 and was also a Fellow of the American Medical 
Association. 

Dr. Cobb was affiliated with the Masonic Order 
and had been raised to the thirty-second degree. 

He was a member of the Society of Mayflower 
Descendants. 


PATTEN—STEPHEN K. PATTEN, M.D., died on Jan- 
uary 11 at his home in Watertown. A graduate of 
Harvard Medical School in 1896, he was a member of 
the Licentiate of the Royal College of Physicians 
and of the Royal College of Surgeons of London. 


=_ 


NOTICES 


BOSTON UNIVERSITY SCHOOL OF MEDICINE 
SURGICAL CLINIC AT THE BOSTON CITY 
HOSPITAL 


Friday, January 17, 12-1, Cheever amphitheatre. 

Dr. William R. Morrison, Associate Professor of 
Surgery, Boston University School of Medicine, will 
present the following cases: 

1. Hour-Glass Stomach, Due to Gastric Ulcer on 
the Lesser Curvature; Balfour Cautery Exci- 
sion and Plastic Operation. 

2. Congenital Pyloric Stenosis; Rammstedt Opera- 
tion. 

3. Comminuted Fracture of Both Bones of the 
Lower Leg. Open Reduction and Insertion of 
Two Bone Bands. 

Physicians and medical students are invited. 
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MEDICAL CLINIC AND STAFF ROUNDS AT THE 
PETER BENT BRIGHAM HOSPITAL 


At 3:30 P.M. on Thursday, January 23, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. 


NOTICES OF MEETINGS 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Shattuck Street Entrance), Tuesday 
evening, January 28, at 8:15 P.M. 

PROGRAM 

Presentation of Cases. 

Reactions to Ovarian Hormones. 
M.D., Yale University. 

Medical students and physicians are cordially in- 
vited to attend. 

MARSHALL N. FULTON, M.D., Secretary. 


By Edgar Allen, 


THE BOSTON MEDICAL HISTORY CLUB AND 
THE BOSTON MEDICAL LIBRARY 


The Boston Medical History Club and the Boston 
Medical Library will hold a joint meeting on Mon- 
day, January 20 at 8:15 P.M., in John Ware Hall, 
8 Fenway, Boston. 

PROGRAM 


An address on “The History of Art and the History 
of Medicine” by Professor Henry E. Sigerist, M.D., 
Director of the Institute of the History of Medicine 
of Johns Hopkins University, Baltimore, Maryland. 
Illustrated with stereopticon. 

In connection with the address, there will be an ex- 
hibition of art anatomies from the collection of 
the Boston Medical Library. 


BENJAMIN Spector, M.D., 
Secretary, Boston Medical History Club. 


WORCESTER NORTH DISTRICT MEDICAL 
SOCIETY 


Quarterly meeting of Worcester North District 
Medical Society at Leominster Hospital at 4 P.M., 
Wednesday, January 22, 1936. Dr. Alexander S. 
Begg, Secretary of the Massachusetts Medical So- 
ciety, will speak on Legislative matters. The legis- 
lators for the district have been invited to attend. 
A turkey dinner will be served by the Ladies’ Guild 
of the hospital promptly at 6 P.M. 


Francis M. McMuxray, M.D., Secretary. 


MASSACHUSETTS GENERAL HOSPITAL 
FORTY YEARS OF X-RAY 

On Thursday, January 23, 1896, Roentgen first 
gave to the world his discovery of a penetrating ray 
of light. 

On Thursday, January 23, 1936, this discovery 
will be commemorated by the staff of this hospital 
in the Moseley Memorial Building at 8:15 P.M. 

PROGRAM 
1. Remarks on Roentgen and “A New Kind of 
Light.”—-F. T. Hunter, M.D. 
2. Reminiscences of Early X-Ray Work in Boston.— 
E. A. Codman, M.D. 
3. The Present Status of Radiology in the Treat- 
ment of Cancer.—G. W. Holmes, M.D. 
Committee on Hospital Meetings, 
WILLIAM B. BreEeED, M.D., Chairman, 
MARSHALL K. Barttert, M.D., Secretary. 


NEW ENGLAND OPHTHALMOLOGICAL SOCIETY 
The next meeting of the New England Ophthalmo- 
logical Society will be held on Tuesday, January 21, 
1936, at the Massachusetts Eye and Ear In- 
firmary, 243 Charles Street, Boston. 
9:00 A.M.—Clinic and Operating Room. 
11:30 A.M.—Neuro-Ophthalmological Conference. 


Annual Meeting 
8:00 P.M. 

Simple Technique for Plotting Diplopia. 
liam D. Rowland. 

Paper: Interpretation of the Different Forms of 
Tuberculosis of the Uveal Tract. Dr. Francis Heed 
Adler, Philadelphia. 

Discussion: Dr. Merrill King. 

BENJAMIN Sacus, M.D., Secretary. 
SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 
CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, JANUARY 20, 1936 


Monday, January 20— 
8:15 P.M. The Boston Medical History Club and the 
Boston Medical Library, at the Boston Medical 
Library, 8 Fenway. 


Tuesday, January 21— 
9 A.M., 11:3 .M. and 8:30 P.M. New England 
Ophthalmological Society at the Massachusetts 
Eye and Ear Infirmary, 243 Charles Street, Boston. 


Dr. Wil- 


*9-10 A.M. Boston Dispensary, 25 Bennet Street, 
Boston. Diagnosis of Polycythemia. Dr. William 
‘Dameshek. 


*12 M. 
Boston Tuberculosis Association, 
Avenue, Boston 

2:30 P.M. Pediatric Ward Visit. 
and Ear Infirmary. 


Wednesday, January 22— 
Boston Dispensary, 25 Bennet Street, 
Some of the Newer Aspects of Cancer. 
Dr. William M. Shedden 
712 Clinieo-Pathological Conference. 
spit 
January 23— 

*8:30-9:30 A.M. Clinic, Surgical Staff of the Peter 
Bent pene Hospital, at the Peter Bent Brig- 
ham Hospital. 

*9-10 A.M. Boston Dispensary, 25 Bennet wrest, 
Boston. Allergy Clinic. Dr. Joseph Kaplan 

*3: P. Clinic at the Peter Bent Brigham 

ospita 


South End Medical Club at the office of the 
iati 554 Columbus 


Massachusetts Eye 
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Friday, January 24— 


*9-10 A.M Boston Dispensary, 25 Bennet Street, 
Boston. Some Aspects of Hemolytic Streptococcal 
Infection. Dr. Chester S. Keefer. 

Saturday, January 25— 

*9-10 A.M. Boston Dispensary, 25 Bennet Street, 

Boston. Presentation of Ward Cases. Dr. eing 


Magendantz. 
*10-12. _— rounds at the Peter Bent Brigham Hos- 
pital, 


Sunday, January 26— 


4 P.M. Free Public Lecture, Harvard Medical School, 
Building D, Longwood Avenue. Infantile Paral- 
ysis. Dr. Ww. L. Aycock. 


*Open to the medical professio 
tOpen to Fellows of the Masenchusette Medical Society. 


January 17—(Evening.) A Lecture ~ ee Dr. E. V. McCol- 
lum (Worcester County Home Economics Association), 
= the Worcester Girls’ Trade School, High Street, Worces- 

er. 

January 17—Boston University School of peg Sur- 
gical Clinic at the Boston City Hospital. See page 133 

January 20—The Boston Medical History Chub and the 
Boston Medical Library. See page 134. 

January 21—-South End Medical Club will meet at 12 
noon at the office of the ee Tuberculosis Association, 
554 Columbus Avenue, Bosto 

January 21—New England Ophthalmological Society. 
See page 134. 

January 21—Lawrence Cancer Clinic. 
of January 9. 

January a, Clinic at the Peter Bent Brigham 
Hospital. See pag 

January General Hospital. 
Years of X-Ray. See page 134. 

oo ee 27—Springfield Medical Association, 8:30 P.M. 

the rooms of the Springfield Academy of Medicine, 
30 Maple Street. 
> crea 28—Harvard Medical Society. See page 134. 
uary 14—William Harvey Society, 8 P.M. Beth 
Israel "Hospital, Boston 

February 24 to May 16—International Medical Post- 
graduate Courses in Berlin. See page 1211, issue of 
December 12, 

March 2-6—The American College of Physicians. 
page 91, issue of January 9. 

June 15-19—The Executive Board of the Catholic Hos- 
pital Association will meet at the Fifth Regiment Armory, 
Baltimore, Md. 

September, 
Fever Therapy. 
1935. 


DISTRICT MEDICAL SOCIETIES 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


February 5—Council Meeting, Boston. 

Februa 12—Wednesday. Gilbert Hospital, 
Gloucester. Clinic 5 P.M. Dinner 7 P.M. Speaker and 
subject to be announced later. 


See page 87, issue 


Forty 


See 


1936 — First International Conference on 
See page 1325, issue of December 26, 


merch 4—Wednesday. Lynn Hospital. Clinic 5 
Dinne .M. Speaker: Dr. Timothy Leary. Subjec 
Arteriosclerésis 


1—Wednesday. Essex Middleton. 
.M. 


clin Dinner .M. aker: Dr. Richard H. 
eamhele of the Lahey Clinic. Subject: Chest Surgery. 
med 7—Thursday. Censors’ Meeting. 
ay 13—Wednesday. Annual Meeting. Salem Country 
clue Dinner at 7 P.M. spenner: Dr. Paul White. Sub- 
ject to be announced later 
R. E. STONE, M.D., Secretary. 
88 Lothrop Boulevard, Beverly. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
Meetings are held on the second Smeetay ‘4 March 
and May at the Weldon Hotel, Greenfield, at 1 .M. 
CHARLES MOLINE, M.D., bles 
Sunderland. 
MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
Meetings to be held at the Bear Hill Golf Club at 
12:15 P.M. 
March 11, May 6. 
K. L. MACLACHLAN, 
1 Bellevue Avenue, Melrose. J 


M.D., Secretary. 


Ja 
pulsory Sickness Insurance.’’ Speakers to be announced. 

February “25—Massachusetts Memorial Hospitals at 
8 Papers by the staff. 

March 31—Hotel Kenmore, at 8 P.M. Dr. Benedict F. 
Boland—“Cavterization of the Cervix Uteri Using 
Electrical Methods.’’ Illustrated with lantern slides 

May—Annual Meeting. (Place, date and subject. to be 
announced.) 

The censors meet for the examination of candidates: 
May 7, 1936; November 5, 1936. 

FRANK S RUICKSHANK, M.D., Secretary. 

1236 Beacon Street, 


PLYMOUTH DISTRICT MEDICAL SOCIETY 
March 19—Plymouth County Sanatorium, South Han- 
son. 


April 16—Brockton Hospital. 
May 21—Lakeville State Sanatorium. 


G. A. MOORE, M.D., Secretary. 
167 Newbury Street, Brockton. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


January 29—Joint Meeting with the Boston Medical 
Library at 8 Fenway. ‘Observations Around the World,” 
Dr. Walter B. Cannon. 

March 18—Meeting at the Boston Medical 
“The Laboratory and Clinical Story of Fatigu 
Arlie V. Bock and Dr. David B. Dill. plecussien: Dr. 
“oo J. MacPherson and Dr. Augustus Thorndike, Jr. 

pril 29—Annual Meeting at the Boston Medical Library. 
Treatment of Septicaemia,’’ Dr. Champ Lyons. 

“The Pleurality of Scarlatinal Streptococcus Toxin,’ 
Dr. Sanford B. Hooker. Discussion: Hans Zinsser, 

The medical =e is cordially invited to attend 
all of these meeting 


ERT L. DeNORMANDIRE, M.D., President, 


ROB 
CHARLES C. LUND, M.D., Secretary, 
FRANCIS T. HUNTER, M. 

Boston Medical Library. 


Dr. 


WORCESTER DISTRICT MEDICAL SOCIETY 

Februar 12—Wednesday evening. Worcester State 
Hospital, Worcester, Mass. Dinner and — program. 
Subjects of program to be cen gaa 

March 11—Wednesday even bt morial Hospital, 
Worcester, Mass. Dinner and “Scientific program. Sub- 
jects of program to be announced la 

April 8—Wednesday evening. ie emann Hospital, 
Worcester, Mass. Dinner and on program. Sub- 
of to be announced la 
3—Wednesday afternoon evening. Annual 
Meeting of Society. Time, place and details of program 
to be announced in an April issue of the Journal. 

ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 


WORCESTER NORTH DISTRICT MEDICAL SOCIETY 
January 22—See page 134. 


BOOKS RECEIVED FOR REVIEW 


Behavior Development in Infants. A Survey of 
the Literature on Prenatal and Postnatal Activity. 
1920-1934. Evelyn Dewey. 321 pp. New York: 
Columbia University Press. $3.50. 

A Terminology of Operations of the University of 
Chicago Clinics. Hilger Perry Jenkins. 99 pp. 
Chicago: The University of Chicago Press. $1.00. 

Uber die Rhythmik der Leberfunktion, des Stoff- 
wechsels und des Schlafes. Erik Forsgren. 56 pp. 
Goteborg: N. J. Gumperts Bokhandel. 

The Human Foot, Its Evolution, Physiology and 
Functional Disorders. Dudley J. Morton. 244 pp. 
New York: Columbia University Press. $3.00. 

The Bacteriology of Typhoid, Salmonella, and 


Dysentery Infections and Carrier States. Leon C. 


Z 
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Havens. 157 pp. New York: The Commonwealth 
Fund. $1.75. 

Russell A. Hibbs. Pioneer in Orthopedic Surgery 
1869-1932. George M. Goodwin. 136 pp. New York: 
Columbia University Press. $2.00. 

Studies from the Rockefeller Institute for Medical 
Research. Reprints. Volume 94. 603 pp. New York: 
The Rockefeller Institute for Medical Research. 

Fasciae of the Human Body and Their Relations to 
the Organs They Envelop. Edward Singer. 105 pp. 
Baltimore: The Williams & Wilkins Company. $3.00. 

The Obstetric Pelvis. Herbert Thoms. 115 pp. 
Baltimore: The Williams & Wilkins Company. $2.50. 

Injury and Incapacity with Special Reference to 
Industrial Insurance. H. Ernest Griffiths. 270 pp. 
Baltimore: William Wood & Company. $5.00. 


Regional Anatomy Adapted to Dissection. J. C. 


Hayner. 687 pp. Baitimore: William Wood & Com- 
pany. $6.00. 
Obstetrical Practice. Alfred C. Beck. 702 pp. 


Baltimore: The Williams & Wilkins Company. $7.00. 

Modern Treatment in General Practice. Volume II. 
Edited by Cecil P. G. Wakeley. 382 pp. Baltimore: 
William Wood & Company. $4.00. 

Traité de Physiologie Normale et Pathologique. 
Published under the direction of G. H. Roger et 
Léon Binet. Tome X. Fascicules I and II. 1579 pp. 
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BOOK REVIEWS 


The Autonomic Nervous System. Anatomy, Phys- 
iology, and Surgical Treatment. James C. White. 
386 pp. New York: The Macmillan Company. $7.00. 


This book makes a conspicuous advance in sur- 
gery. No longer is the surgical operation directed 
only at the removal of pathological tissue, guided 
by a knowledge of anatomy, but now normal struc- 
tures are attacked with the purpose of changing the 
function of distant organs. A few such procedures 
have been carried out in other fields, as, for exam- 
ple, in the removal of the normal thyroid gland; in 
this book, however, some twenty disease entities are 
discussed that may be treated by sympathectomy. 
The list includes such important and common dis- 
turbances as Raynaud’s disease, epilepsy, neuralgia, 
angina pectoris, hypertension and Hirschsprung’s 
disease. Obviously such work as this requires an 
intimate knowledge of the anatomy and physiology 
of the autonomic nervous system. This knowledge 
the author has in generous measure, not only from 
reading and dissections, but also from a long series 
of experiments on animals, and extensive physio- 


logical observations on man. In fact one hundred 
and forty-three pages are devoted to anatomy, 
physiology and methods. These three chapters 
give an up-to-date summary that is better than any- 
thing the reviewer has seen in this field. 

In discussing sympathetic denervations White 
says, “In order to produce lasting physiological re- 
sults, sympathetic denervation of an extremity or 
viscus must be anatomically complete and carried 
out in such a way that regeneration cannot take 
place. Following an incomplete denervation, the re- 
maining sympathetic fibres are capable of gradually 
increasing their activity and bringing about a re- 
currence of the original disorder within six months. 
in order to prevent regeneration, the ganglia must 
be removed. Ramisectomy frequently fails, not only 
because it is so difficult to cut all of these tiny fila- 
ments, but also because the white rami are capable 
of rapid regeneration. From these facts it is ob- 
vious that ganglionectomy is the surest way to 
achieve satisfactory and lasting results. While it 
cannot be denied that in resecting even a single 
ganglion many connections of normally functioning 
organs are sacrificed, this does not seem to produce 
any serious effect.” The next sixty pages are given 
to descriptions of cervical, thoracic and abdominal 
sympathectomies, and to a description of the tech- 
nique of paravertebral injection. 

To internists and neurologists the most readable 
and valuable part of the book is Part II, where 
chapters discuss peripheral vascular disease, pain 
in the extremities, migraine and epilepsy, cardiac 
disturbances, asthma, gastrointestinal disease, vis- 
ceral pain, dysmenorrhea and even arthritis. This 
sives an idea of the breadth of the subject; the 
whole body must be discussed (if we only stop to 
consider) for autonomic fibres reach every organ! 
But the discussions are adequate though brief, and 
always moderate, even modest. For the psychiatrist 
there are important data in the discussion of the 
effects of emotions upon Raynaud’s disease, hyper- 
tension and angina pectoris. Indeed a new era is at 
hard when a surgical monograph discusses psy- 
chiatry! It is a fine book and is recommended es- 
pecially to neurologists and psychiatrists, for it 
suggests many important problems in that no- 
man’s-land of psychosomatic relationships. 


Some Facts about Nursing. A handbook for speak- 
ers and others. Prepared by the Nursing In- 
formation Bureau of the American Nurses’ Asso 
ciation. 46 pp. 


In this little book are presented, in condensed 
form, various facts concerning the profession of 
nursing in this country. The number and distribu- 
tion, the marital state and the training of nurses, 
their salaries and opportunities, are given. The 
national nursing organizations are described brief- 
ly. As a reference book for those who require facts 
about the profession of nursing, “Some Facts About 
Nursing” will prove to be extremely useful. 


